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from the New York College of Dentistry in 
1943. Captain Stodel’s presentation is THE 
Acrytic-AMALGAM Linx: A ReEsToRATION 
FOR ANTERIOR TEETH. 


Epwarp O. SHaner, B.S., D.D.S. (Western 
Reserve University, School of Dentistry, 
1943) practices general dentistry. Doctor 
Shaner, who has published frequently in 
the dental literature, writes for us on PEnt- 
CILLIN THERAPY IN DENTAL PRACTICE. 


Cuartes H. Moses, D.D.S., L.D.S. (Uni- 


CONTRIBUTORS 


versity of Toronto, Faculty of Medicine, 
1924) emphasizes prosthodontics in his 
practice. In March Doctor Moses presented 
the factors that influence the retention of 
dentures. This month he brings us the 
second (concluding) installment of A Con- 
TROLLABLE, CORRECTABLE, AND PHYSIOLOGI- 
CALLY TOLERABLE IMPRESSION TECHNIQUE. 


GasrieL Weiss, D.D.S. (The Thomas W. 
Evans Dental Institute, University of 
Pennsylvania, 1941) is a general practi- 
tioner. Doctor Weiss reports a case of 
MoutH REHABILITATION AND RESTORATION 
OF THE VERTICAL DIMENSION. 


Wim I. Ocus, D.D.S. (George Wash- 
ington University, 1917) is director of a 
postgraduate school on_ electrosurgical 
techniques for dentistry. Last month Doc- 
tor Ogus wrote on the electrosurgical treat- 
ment of the root canal. In this issue he dis- 
cusses the use of the desiccating current in 
treating buccal gingival caries. 


Copyright, 1946, Dental Digest, Inc. See page 236 for Subscription Data, etc. The magazine is mailed on ‘the fifteenth of the month of issue. 


MAY, 1946 


‘ 
§ 
‘ 
z 
€ 
ae 
= 
RAPS 
: 
| 
of 
od 
q 
277 
J 
AG 
; 
2 
= 
had 
i 
a 
4 
“4 
ok 
x 
\ 
AM, 
x 


The Acrylic-Amalgam Link: 
A Restoration for Anterior Teeth 


Captain BURTON STODEL (DC) USA, New York 


This is the presentation of a 
technique for restoring anterior 
teeth by a combination of an 
acrylic inlay and amalgam. The 
resultant restoration is both 
functionally satisfactory and es- 
thetically pleasing. 


THE DENTAL Corps in the Army has 
done a heroic job in restoring serv- 
icemen’s teeth to useful function. The 
volume of work is so great that den- 
tal clinics are taxed to capacity. In 
the course of their operative proce- 
dures, the dentists turn out amalgam 
restorations in all classes of cavities. 
From the standpoint of both time and 
cost, and, as a result of this enforced 
use of the material, we have come to 
recognize and admire its superior 
qualities. Despite the fact that we 
have often, under field conditions, 
had to improvise with materials and 
equipment we would have spurned in 
civilian life, the dental health of the 
Army is due in great part to the use 
of amalgam. 

There are, however, cases in which 
amalgam is not desirable. The an- 
terior teeth, the esthetics of which is 
a matter of great concern to most 


people, would be distinctly disfigured 


by the introduction of restorations 
characterized by metallic gray or 
black areas. As a consequence, silicate 
is employed in class III cavities. The 
class IV cavity, the mesio-incisal, 
disto-incisal, and incisal edge involve- 
ments, have no simple satisfactory 
restoration provided for them. While 
it is true that acrylic has been used 
for this purpose, we recognize that it 
has many serious shortcomings. It 
has sufficient edge strength and crush- 
ing strength to resist the torsion and 
pressure of occlusion and incision, 
and, at the same time, it harmonizes 
properly with the tooth color; how- 
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ever, its retentive qualities are inade- 
quate. Warpage, marginal infidelity, 
and the lack of adhesion of cement, 
also make it undesirable. 


Theory of Acrylic-Amalgam Link 


In civilian practice the usual meth- 
od of overcoming these difficulties 
is to construct a gold inlay with an 
acrylic corner; the acrylic replaces 
all the visible gold. It is not always 
convenient to do this under Army 


conditions. The process is laborious, 


time-consuming, and expensive, but it 
does have the merit of producing 
gratifying results. 

When confronted with a case of 
this type, it occurred to me that a 
much more satisfactory and efficient 
restoration could be achieved by com- 
bining acrylic with amalgam. This 
could be accomplished, I felt, by 
fabricating for the labial surface of 
the tooth an acrylic inlay in which 


wires have been embedded. These 


Fig. 1—Initial tooth preparation with la- 


bial direction for withdrawal of impres- 
sion for an acrylic-amalgam restoration of 
a class III cavity. 


wires in turn extend into a lingual 
excavation in which amalgam can be 
packed around them. By such a pro- 
cedure the advantages of both mate. 
rials could be secured while mini- 
mizing their respective limitations. 

I was definitely inspired and in. 
fluenced by the gold inlay with the 
acrylic corner. I was familiar with its 
advantages and at once conceived of 
the greater possibilities to be gained 
by the use of amalgam. The initial 
step of tooth preparation would be 
far simpler, a characteristic of amal- 
gam preparations as compared with 
gold, because in such restorations, 
unlike in gold inlays, some under- 
cuts are not only permissible but 
valuable for added retention. Any 
restoration extending from the labial 
to the lingual of a tooth would thus 


have retentive potentialities that 
would make dislodgment virtually 
impossible. 


There is also the consideration that 
the margin, to which the inlay must 


necessarily be fitted, would always be 


accessible, relatively short in length, 
and located in a cleanable area; the 
remainder of the margin would be 
sealed by the amalgam restoration. 
These factors are all of paramount 
importance, but it is likewise well to 
add that such a restoration would 
require less laboratory technique for 
construction, less expensive material, 
and less chair time. 

Silicate may be a simple material 
to manipulate but we are well aware 
of its shortcomings. While at inser- 
tion it may match the shade of the 
tooth fairly well and fit the margins 
adequately, before too much time has 
elapsed it frequently stains and 


‘washes out at the margins. On the 


other hand, much more permanence 
would result-from the acrylic-amal- 
gam restoration. 
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Technique 

Indications—It has been stated that 
the acrylic-amalgam combination is 
particularly well adapted to mesio- 
incisal, disto-incisal, or incisal tip in- 
volvement of anterior teeth. These are 


Fig. 2—Acrylic inlay (class III cavity) 
with two wires protruding lingually, prior 
to cutting the lingual lock and bending 


wires. 


the places for which it is unequivo- 
cally intended, but there is no doubt 
that it may be considered superior 
to silicate in restoring class III areas 
when both the labial and lingual walls 
have been involved, or where silicates 
have disintegrated and been replaced 
80 often that the patients request a 
more permanent restoration. 

Often the silicate material does not 
match well at the beginning, and as 
time goes on it becomes more and 
more inharmonious as the material 
discolors and disintegrates. The acryl- 
ic-amalzam restoration does not have 
this disadvantage. 

Initial Tooth Preparation—The 
preparation of the tooth can best be 
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performed in two stages, provided the 
end result is well visualized before- 
hand. The final steps of the prepara- 
tion are done after the completed in- 
lay is brought to the mouth. 

1. The necessary initial step is to 
excavate all caries from the cavity. 
This is accomplished at the expense. 
of the labial wall which can, at the 
same time, be reduced to produce 
the desired outline and retention 
forms. 

2. A straight chisel or stones and 
burs can be used to remove the neces- 
sary amount of labial enamel re- 
quired to produce a smooth contour 
and a butt joint with the acrylic. Bev- 
elling of the enamel rods should be at 
a minimum inasmuch as that would 
produce a greater visible cement line 
and, perhaps, curling of the acrylic 
margins. Unsupported enamel rods 
should be removed inasmuch as they 
may later tend to crumble or dis- 
color. 

3. In this first stage a simple di- 
rection of withdrawal should be ob- 
served so that the impression can be 
removed toward the labial without 
dragging over undercuts. If any such 
undercuts appear as a result of the 
excavation, they can be eliminated 
temporarily with compound. 

4. The preparation will now ap- 
pear merely as a tapering hole extend- 
ing along the edge of the tooth (Figs. 
1, 5, and 6). The exception, of course, 
is the incisal tip restoration. 

Impression Technique—\. Inas- 
much as the tapers of the class III and 
class IV cavities are such that the 
lines of withdrawal are unhindered 
labially, it is simple to press warmed 
cones of compound into them, being 
careful that they do not extend be- 
yond the lingual wall. A _ finger, 
slightly lubricated, can be held on the 
lingual of the teeth so that the com- 
pound bulges slightly into the cavity 
and ‘limits the extent of the impres- 
sion, preventing it from locking and 
dragging (Fig. 7). (The incisal edge 
impression is taken in an incisogin- 
gival direction with only enough of 
the tooth to guide in contouring the 
inlay pattern). 

2. When the impressions are chill- 
ed and removed, the lingual surface 
is trimmed with a sharp instrument. 


Fig. 3—Inlay in place after cutting the 
lingual lock and bending the wires into 
the lingual lock preparation. 


Fig. 4—Finished restoration of a class III 
cavity: Inlay cemented in place and amal- 
gam plugged around wires in lingual 
lock preparation. 
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Fig. 5—AInitial tooth preparation with la- 
bial direction for withdrawal of impres- 
sion (lingual view) for restoration of a 
class IV cavity. 


_ This is done so that when replaced on 
the tooth it appears as a table a milli- 
meter or two short of the lingual end 
_ of the cavity. This space will be part 
of the area later to be occupied by 
amalgam (Fig. 8). 

3. The shade can now be selected, 


Fig. 6—Proximal view of a class IV cavi- 
ty preparation ready for taking the im- 
pression. 


and the patient given a re-appoint- 
ment and dismissed. 
Making the Inlay—1. The impres- 


sion can now be used to pour a stone 


die. The die will represent the mold 


of the inlay minus the wire. 

2. The-wire is arranged for em- 
bedding by bending it into an elon- 
gated U shape. To place it for em- 
bedding, two holes are drilled in the 
stone die with a 700 L bur and the 
long ends of the U inserted therein 
with the bend bulging slightly into the 
mold (Fig. 9). It would be advan- 
tageous to coat the die with separator 
such as waterglass or some other suit- 
able preparation before inserting the 
wire. The wire may be coated with 
opaque acrylic if there is any danger 
of it showing through an inlay of 
translucent shade. The wire should 
be placed in the holes and the inlay 
quickly waxed up and processed di- 
rectly on the die. 

3. In this manner the inlay will 
appear with two wires protruding 
lingually, and will be ready for in- 
sertion on removal from the invest- 
ment (Figs. 2 and 10). 

4. When the inlay is complete and 
brought to the mouth, the final steps 
of preparation can be performed: 

a) The inlay is placed in the tooth 
with the wires protruding toward the 
lingual. These wires will indicate the 
area where the lingual lock must be 
cut because they will be bent into the 
recess so formed. 

b) The lingual lock should be cut 
according to the best principles in- 
volved in this type of procedure. It 
should be placed as near the incisal 
edge of the tooth as is practicable; 
it should be dovetailed in outline for 
greater retention. 

c) Remembering that this part of 
the preparation is designed to receive 
amalgam, there is no necessity for 
considering the withdrawal of a pat- 
tern. 
d) Undercuts that will not leave 
unsupported enamel rods are desir- 
able because they contribute toward 
the anchorage of the restoration. 

5. With the completion of the prop- 
erly designed retention form on the 
lingual, the tooth is ready for restora- 
tion. 

Completion of Restoration—The 


Fig. 7—Compound impression in place, 
prevented from extending beyond lingual 
margin by holding lubricated finger over 
lingual opening of preparation. 


processes connected with completing 
the restoration are accomplished in 
three stages: cementing the inlay 
(Figs. 2 and 10), bending and fitting 
the wires into the lingual cavity (Figs. 


Fig. 8—Impression replaced on tooth after 
trimming away.a millimeter or two from 
lingual to permit bending of wires at 
right angles into li lock. 
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Fig. 9—Stone model poured from im- 
pression in Figure 8. Ends of U-shaped 
wire inserted into parallel labiolingual 
holes in stone. Bend in wire extends into 
mold sufficiently to grip acrylic well. 


3 and 11), and, finally, plugging the 
amalgam over the wires (Figs. 4 and 
12). They are not discrete stages, but 
each has a bearing on the next in a 
simple and logical way. 


Sas 


R35 


Fig. 10——Acrylic inlay (class IV cavity) 
with two wires protruding lingually. 
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1. Before cement is mixed for 
setting the inlay, the wires should be 
tried in the cavity, bent, clipped for 
size, and roughened slightly with a 
stone. They can then be straightened 
sufficiently to permit the inlay to be 
readily withdrawn and replaced so 
as not to prove embarrassing in the 
cementing procedure. 

2. Before cementing the inlay in 
place, an important consideration 
should be borne in mind. The cement 
acts merely as a seal and temporary 
retainer; it is of little significance in 
the final retention of the acrylic. This 
gives us greater freedom in the choice 
of cement. Oxyphosphate, being 
opaque and inclined to render the 
cement line more conspicuous, can be 
replaced readily by silicate, or, better 
still, by kryptex which blends more 
perfectly with the tooth. Thus, while 
one may be inclined to be more cau- 
tious in choosing the medium to hold 
a more conventional inlay, the sole 
consideration in an acrylic-amalgam 
can be esthetics. 

3. Now that the inlay has been 
seated accurately, the cement hard- 
ened, and the excess trimmed away 
with great care, the wires can be bent 
into their final position within the 
lingual cavity, and the amalgam can 
be plugged around them and properly 
condensed. It. is advisable to use a 
copper or steel strip through the prox- 
imal and hold it labially as a matrix 
while plugging. The only factor that 
would render this step at all delicate 
is the excessive pressure on the acryl- 
ic which might, at this point, dislodge 
it. If the inlay is supported and the 
amalgam plugged with a vibratory 
motion, however, a remarkably well 
condensed restoration will result 
even if a great amount of pressure is 
not exerted on the plugger. 

4. The patient should, of course, be 
instructed not to attempt to use the 
tooth for at least twenty-four hours, 
when the amalgam will have achieved 
its maximum hardness. 


Variations in Technique 


The technique that has been de- 
scribed here is an extremely general 
one. It is intended to apply to the 
average class [I] cavity or to a class 


IV cavity (Figs. 5-8). There are, 


Fig. 11_—Wires protruding from the inlay 
are bent and fitted into the lingual lock 


preparation. 


necessarily, variations in the reten- 
tion form applicable to irregular con- 
ditions such as the one in which the 
entire incisal edge must be restored. 
If there is no proximal involvement, 
this is perhaps the most difficult res- 
toration to make without resorting to 
a jacket crown. 

For years ceramists attempted it 
by baking porcelain tips with plati- 


Fig. 12—Amalgam plugged into lingual 
lock preparation to cover wires. Finished 


restoration of a class IV cavity. 
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Fig. 13—Tooth prepared with gabled in- 
cisal bevel such that there is a slight ob- 
tuse angle where the bevels meet the la- 


bial and lingual surfaces. The inlay is 
shown ready for trial insertion. 


num pins. These pins are inserted 
into holes drilled parallel to the long 
axis of the tooth. The method did not 
prove satisfactory because the lever- 
age at the incisal edge is too great. A 
solution to this problem is possible, 
particularly in the upper centrals,- by 
the use of the acrylic-amalgam com- 
bination. 

If we examine the anatomy of the 
upper incisor teeth in cross section, it 
will be noticed that the lingual aspect 
is shovel-shaped and consequently the 
enamel rods must assume a pattern 
particularly advantageous to our pur- 
pose. Inasmuch as the enamel sur- 
face presents lingually a concavity 
which is most acute in the region ap- 
proaching the marginal ridges, the 
enamel rods must converge as they 
proceed outward from the dentino- 
enamel juncture. This would make it 
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Fig. 14—Lingual preparation of same 
tooth, showing bending of wires. (Where 
not feasible to create triangular island 
in axial concavity of tooth, as in lateral 
incisors, it is advisable to make lock in 
region of lingual pit or cingulum.) 


possible to cut a channel with an in- 
verted cone bur into this groove with- 
out appreciable undermining of the 
enamel. If, then, two such channels 
were cut, one in each groove of the 
lingual of the incisor tooth, they 
would converge on the cingulum and 
serve admirably to retain the wires 
extending from the incisal acrylic in- 
lay (Figs. 13-15). 


Conclusions 


Essentially the acrylic-amalgam 
restoration is an adaptation of both 
materials in combination to satisfy 
the esthetic requirements of anterior 
teeth while supplying a firm, perma- 
nent, well sealed restoration. In two 
senses of the word, it is a “link:” 

1. In its construction it is the link- 
ing by a wire of the two essential 
parts. 


Fig. 15—Diagram of lingual anatomy of 
an incisor tooth illustrating the grooves 
demarking the marginal ridges. Along 
these grooves undercuts may be created 
without undermining the enamel rods. 


2. It is also an intermediate classi- 
fication joining the broad categories: 
the tooth-like appearance and edge 
strength of the acrylic inlay, as well 
as the retention and marginal fit of 
the amalgam restoration. 

The most vulnerable point of criti- 
cism is that the two parts are joined 
together by a strand of wire. It may 
be argued that the small diameter of 
the wire makes it a serious weak 
point. Concerning this I only need 
say that, during my preliminary ex- 
periments on extracted teeth, when- 
ever I succeeded in breaking the 
restoration out of the cavity it was 
only with such force that the entire 
amalgam restoration as well as part 
of the tooth were fractured. The wire 
never broke nor showed signs of 
elongation. 

1212 Fifth Avenue. 


Is the Pulpless Tooth the Cause of Focal Infection? 


MAX LEVY, D.M.D., London 


By FOCAL infection is generally un- 
derstood an infection in which bac- 
teria exist in circumscribed areas in 
certain tissues and from there are sent 
out into the blood stream. So long’as 
the defense mechanism of the body is 
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intact, a remote infection from the 
teeth will not be apparent. In cases 


where disease or age have weakened 


the resistance of the body, however, 
infection from the teeth may lead to 
remote effects. 


The Pulpless Tooth 


1. Focal infection, with the excep- 
tion of periodontitis, may be caused 
only by pulpless or infected teeth. 

(Continued on page 288) 
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Penicillin Therapy in Dental 


Practice 


EDWARD O. SHANER, D.D.S., Washington, D. C. 


The physical and chemical prop- 
erties of penicillin and its action 
in the body are discussed, as are 
the limitations of its use in treat- 
ing oral conditions. The tech- 
niques of administration of peni- 
cillin in Vincent’s stomatitis, al- 
veolalgia, periodontal disease, 
root canal therapy, and follow- 
ing apicoectomy are presented. 


A WEALTH of new information has 
been gathered in the last year con- 
cerning the uses and action of peni- 
cillin. Much of the groundwork has 
resulted from observations and 
studies performed in the hospitals and 
clinics of the Army, Navy, and United 
States Public Health Service. To date, 
the data indicate that penicillin is a 
highly promising drug for the con- 
trol) of several oral infections. It 
should be thoroughly understood, 
however, that this potent antibiotic is 
not a miraculous one-shot treatment 
for abscessed teeth, infected gingivae, 
periodontoclasia, or root canal ther- 
apy. There are definite limitations to 
the use of penicillin, and, while it may 
produce excellent results in many cas- 
es, it will not compare to standard 
accepted procedures in others. 


Physical and Chemical 
Properties 


1. Penicillin is marketed as a high- 
ly refined powder varying in color 
from yellow to deep orange. It is 
readily soluble in water, acetone, and 
a number of other organic solvents. 

2. The dry powder retains its po- 
tency for an indefinite time when 
stored at temperatures substantially 
below freezing. Solutions of penicillin 
deteriorate rapidly unless stored be- 
low 10° Centigrade (50° Fahren- 
heit), and even at this temperature, 
solutions over twenty-four hours old 
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Fig. 1—Acute Vincent’s infection of the upper right quadrant. The tissue is edematous, 


and gingival border hemorrhagic and injected, and necrotic slough is present between 


the teeth. The patient complained of severe discomfort. 


are not preferable for use; solutions 
over forty-eight hours old should be 
discarded." 

3. Penicillin is stable in body 
fluids and exudates. It is not in- 
activated by pus. Most organisms re- 
sistant to this drug produce an enzy- 
me, penicillinase, which is capable of 
inactivating penicillin. 

4. The structure of penicillin is not 
known. Investigation has shown that 
it is a complex compound composed 
of oxygen, hydrogen, carbon, and 
probably nitrogen. It behaves as an 
organic acid and forms stable salts 
with sodium, calcium, barium, and 
ammonium. The sodium and calcium 


olis. 


1Penicillin Pulletin, Eli Lilly and Company, Indianap- 


salts are the most commonly used. 
Penicillin is incompatible with oxi- 
dizing agents, heavy metals, and 
primary alcohols. It is destroyed by 
the hydrochloric acid of the stomach, 
high temperatures, and alkalies. It 
seems to be unaffected by cold. 


Action in Body 


Penicillin has been described vari- 
ously as a bacteriostatic agent, a bac- 
tericide, or both. It is generally con- 
ceded that its action in the body is 
that of a bacteriostat. Penicillin ther- 
apy retards or stops proliferation of 
susceptible bacteria to the point where 
the defense mechanisms of the body 
can overcome the invading organ- 
isms. In vitro, tests have shown that 


251 


re 
| 
co 
> 
= 
in 
d 
ie 
e 
1re 
7 


- Fig. 2—Cotton pellets packed into interproximal spaces on both labial and lingual. No 
scaling has been done. The cotton pellets are then well saturated with penicillin 


solution. 


high concentrations of penicillin have 
some bactericidal effect on susceptible 
organisms. 


Excretion from Body 


Penicillin diffuses rapidly through- 
out the body when injected intraven- 
ously by continuous drip or intramus- 
cularly. Some tissues such as synovial 
membranes, the choroid plexus,. and 
the spinal cord are somewhat resistant 
to free diffusion of the drug. It has 
no renal threshold and is eliminated 
rapidly in the urine. Over 50 per cent 
of a single dose is excreted in one to 
two hours, and the remainder appar- 
ently is destroyed in the body.? 

The incidence of toxic reactions to 
highly refined penicillin is extremely 
low. Transient urticaria and contact 
dermatitis sometimes occur. Pain at 
the site of injection varies with the 
purity of the product. Penicillin seems 
to have no effect on blood cells.” 


Use in the Mouth 
Penicillin therapy in the mouth 


2Craig, W. M.; Thompson, G. J.; Hutter, A. M.; 
Barksdale, E. C.; Pfeiffer, C. C.; and Wolley, P. V., 
Jr.: Penicillin, A Progress Report. U. S. Naval Bull. 
44 :453-479 (March) 1945. 
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presents problems different from 
those encountered in clinical medi- 
cine. The preferable method of use is 
by topical application. Clinical stud- 
ies on seventy-four patients have 
shown fhat an effective dose of peni- 
cillin given in the first eight hours 
was better than prolonged treatments 
with a series of lesser doses over a 
period of several days. Furthermore, 
some method of confining the penicil- 
lin to the site of the lesion was ex- 
tremely beneficial. Studies were car- 
ried out in the following types of 
cases: 

1. Vincent’s stomatitis, both acute 
and recurrent chronic cases. 

2. Alveolalgia. 

3. Periodontal disease. 

4. Root canal therapy. 

The use of penicillin in Vincent’s 
stomatitis was restricted to stubborn, 
chronic cases which defied routine 
methods of treatment, or to acute 
cases which necessitated drastic 


action. The standard methods of treat- 


ing Vincent’s infection sufficed in 
mild infections and penicillin treat- 
ment was not necessary. 


Penicillin Packs 


Vincent’s Infection—l. In cases 
of Vincent's stomatitis in which only 
one quadrant. or one arch was af. 
fected, the mouth was sprayed thor- 
oughly with a saline mouthwash in 
order to remove all debris and ne. 
crotic material (Fig. 1). 

2. The interproximal spaces were 
blown dry with an air syringe and 
packed with cotton. The cotton was 
saturated with penicillin solution of 
strength of 10,000 units per cubic 
centimeter (Fig. 2). 

3. Sheets of dental dry foil (ad- 
hesive tin foil) were then burnished 
over the teeth, extending from the 
alveolar gingivae on the buccal and 
labial over the teeth onto the palate 
(Fig. 3). This effectively sealed the 
medicament into place and prevented 
its dilution by the saliva. Foil, so ap- 
plied, will remain in place for at least 
six hours and in no way interferes 
with eating or talking. 

4. This treatment was given three 
times a day: the first thing in the 
morning; immediately after lunch; 
and at the end of the working day. 
The patients were instructed to keep 
the packing in place overnight. 

5. The results proved to be gratify- 
ing and are tabulated in Table I. 
Usually three days of this treatment 
were sufficient to check acute cases of 
Vincent’s infection. 

6. Four hours after the initial 
treatment, patients reported a cessa- 
tion of pain. The following morning, 
the gingivae presented a change from 
“angry” red to a more healthy pink 
color, although the marginal gingivae 
and interdental papillae might still 
appear injected in scattered areas. 

7. By the end of the second day, a 
great improvement in tissue tone ac- 
companied by complete absence of 
necrotic material was usually in evi- 
dence. The teeth were then scaled and 
polished and penicillin packs were 
again placed three times daily as de- 
scribed previously. 

8. On the morning of the third 
day, patients returned for observation 
and continued treatment. 

9. On the fourth day, recovery was 
usually so advanced that after a re- 
iteration of oral hygiene instructions. 
the patient was dismissed. 
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Table I—Penicillin Treatment of Vincent’s Stomatitis 


Cotton packs with dry foil 23* 9 3.0 5,000 
Mouth rinses 8 7 4.0 5,000 
“to oe gn (400 Ox- 9 48 pastilles 2.5 400 
Dry powder 8 6 2.8 Pion 


*Six recurrences of infection in localized areas. 


10. Of twenty-three patients so 
treated, only six returned with a re- 
currence of Vincent’s infection. These 
patients, however, had presented a 
long clinical history of recurrent in- 
fection and had been at different 
times treated with chromic acid and 
peroxide, bichloride and peroxide 
mouthwash, iodine, and silver nitrate. 
These patients showed little persis- 
tence at good oral hygiene and offered 
but meager cooperation. 

Periodontitis—Two cases of severe 
periodontitis were treated by the cot- 
ton pack and tin foil method. In each 
instance, the loss of bony support was 
considerable, and the gingivae were 
painful and of an “angry” red color. 
The areas were the upper anteriors in 
one case, and the upper left bicuspids 
and the first molar in the other. 

1. The teeth were first thoroughly 
scaled. Penicillin packs with dry foil 
were then applied. 


2. Both patients felt greatly im- 
proved after the first day, and more 
so the second day. At this time, the 
pockets appeared clean and a prolif- 
eration of healthy epithelial tissue 
was evident. 

3. After the third day, treatment 
was discontinued inasmuch as the 


tissues showed no change and it was 


felt that further treatment was not 
warranted. Final prophylaxes were 
given and the patients were dismiss- 
ed. 

4. No further complaint was 
brought to our attention after a lapse 
of ten weeks. 

Alveolalgia—To date, penicillin 
has been used in five cases of alveo- 
lalgia, six cases of apicoectomy fol- 
lowing root canal fillings, and one 
case of an apicoectomy of two upper 
anterior teeth in which a large cyst 
was removed after root canal therapy 
was performed. Alveolalgia seems to 


respond well to penicillin treatment. 

1. In each case, a blood clot was 
partly or completely absent, the 
socket was painful, and the surround- 
ing tissues were inflamed. 

2. After thoroughly syringing the 
socket of all debris with saline, 
bleeding was stimulated with an in- 
strument, and cotton pellets saturat- 
ed with penicillin were packed into 
the socket. These were changed three 
times a day until the condition im- 
proved. 

3. Relief from pain occurred in 
two to three hours, and on the second 
day the sockets showed some im- 
provement. 

4. After three days of applying 
successively smaller dressings of cot- 
ton pellets saturated with penicillin, 
the alveolar bone was found to be 
covered by a thin, white, glistening. 
membrane which hemorrhaged easily 
when probed. At this stage the socket 


Table I1l—Penicillin Treatment of Other Oral Conditions 


Average dose 
. Numb Average number | Average number 
Gelatin 
Pericoronitis 4 pastilles 40 pastilles 2.95 400 
Alveolalgia Cotton packs 9 3 2,500 
Per; Cotton packs, 
eriodontitis 2 tin foil 6 3 5,000 
3 Solution L 5,000 
Post-Apicoectomy 4 Dry powder 1 8,000 (approx. ) 
5* Solution 10 3 2,000 
Root Canal Therapy $ Solution 4, 2 2,000 
*Failures, 
MAY, 1946 
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Fig. 3—Adhesive tin foil is burnished over the teeth to retain the medication. The pa- 
tient reported relief from pain the following day, when the teeth were scaled and re- 
packed with penicillin. On the third day the teeth were polished and again packed. 
The patient was dismissed without treatment on the fourth day. The tin foil was kept 


in place for at least nine hours each time. 


was dried and filled with a petrola- 
tum ointment to keep food debris 
from the socket, and the patient was 
dismissed. Subsequent recovery was 
uneventful. 


Mouth Rinses for 
Vincent's Infection 


1. Penicillin mouth rinses have 
been used in the dental clinic to miti- 
gate acute cases of Vincent’s infec- 
tion before the teeth are scaled and 
polished. Following the prophylaxis, 
the rinse is continued twice a day for 
two days to promote recovery. 

2. The method used is to spray 1% 
cubic centimeter of penicillin solu- 
tion (5,000 Oxford units) into the 
mouth. The patient swishes this 
about for twenty minutes, then ex- 
pectorates it. 

3. The results have been extremely 
satisfactory. 


Dry Powder for 
Vincent's Infection 


Intensive therapy with high con- 
centrations of penicillin can be 
achieved by use of the dry powder. 

1. The area to be treated is iso- 
lated and blown dry. 
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2. Penicillin powder is then dab- 
bed into the interproximal spaces and 
under the free gingival margin. The 


medication is most effective when 


the area is covered with adhesive tin 
foil to prevent dilution by saliva. 

3. Two treatments are given daily: 
one in the morning, and one late in 
the afternoon. 

4. As the infection subsides, scal- 
ing and polishing are instituted. 

5. Recovery is usually sufficiently 
rapid to discontinue treatment after 


the third day. 


Gelatin Pastilles for Vincent's 
Infection and Pericoronitis 


A fourth method of treatment is by 
the use of gelatin pastilles containing 
penicillin, as described by McGregor 
and Long.* 

1. Necrotic tissue is swabbed free 
with cotton on applicator sticks and 
the mouth is mechanically cleaned 
with a saline spray. 

2. Gelatin pastilles of 400 units of 
penicillin per cube are then placed 
in the buccal vestibule, and the pa- 
tient is instructed to allow it to dis- 


3McGregor, A. B., and Long, D. A.: Use of Peni- 
cillin Pastilles in Oral Infection, Brit.M.J. 25 :686-689 
(November) 1944. 


solve in place. As soon as one pas- 
tille is dissolved it is replaced by 
another. 

3. The average duration of each 
cube is thirty minutes. Some patients 
can retain them for almost an hour. 

4. The method is unique in two 
ways: 

a) A constant supply of peni- 
cillin is liberated in the mouth. 

b) The patient can treat him- 
self. 

The second factor was convenient 
inasmuch as the patient could be is- 
sued a supply of penicillin cubes di- 
rectly in the morning, after lunch, 
and before going off duty. The pa- 
tients treated were Service personnel 
doing desk work, and for them the 
method of medication was as simple 
as chewing gum or sucking on a 
candy mint. 

5. The gelatin cubes were made as 
follows: 

Plain gelatin ............32 grams 
Water ........80 cubic centimeters 
Glycerin......80 cubic centimeters 
Penicillin ....100,000 Oxford units 
Peppermint flavoring to suit taste. 

The gelatin was soaked in the wa- 
ter, and was then dissolved in glycerin 
and heated to 180° Fahrenheit in a 
saucepan. This mixture was cooled to 
104° Fahrenheit and the penicillin was 
added and well dispersed. The mix- 
ture was immediately chilled in a 
shallow tray. After it solidified, it was 
cut into 250 cubes, giving a content 
of 400 Oxford units per cube. These 
cubes remain firm at room tempera- 
ture and will retain their potency for 
several weeks when kept at a temper- 
ature below 40° Fahrenheit.® 

6. Four cases of severe pericoro- 
nitis were treated with gelatin pastil- 
les. Diagnostic smears taken from the 
pockets showed great numbers of spi- 
rochetes and fusiform bacilli. In each 
case, the redness and necrotic slough 
disappeared after the second day, al- 
though some pain and swelling of the 
submaxillary lymph nodes persisted 
for an additional day in one case, and 
three additional days in another. 


‘ Smears taken after thirty-six hours 


showed negligible spirochetes and fu- 
siform’ bacilli. Both of these teeth 
were subsequently extracted. 
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Root Canal Therapy 


Of eight cases of root canal sterili- 
zation attempted by use of penicillin, 
only three were considered successful. 
The pulps in these teeth became gan- 
grenous following traumatic injury. 

1. Sterile cultures were obtained 
after irrigating the canals with peni- 
cillin solution and sealing saturated 
paper points and cotton in the canal 
twice daily for two days. It was esti- 
mated that .2 cubic centimeters of 
solution, or 2000 units, were used per 
treatment. 

2. The five unfavorable cases had 
putrescent canals, and two were found 
to have granulomas upon subsequent 
apicoectomy. These cases were treated 
by irrigation and the sealing of peni- 
cillin into the canal (as in previous 
cases) twice daily for five days. After 
this time, penicillin was discontinued 
and azochloramid and formocresol 
dressings were placed for two days. 
Cultures taken at the end of the two 
days were negative and the canals 
were then filled. 

3. This experience invoked the dis- 
continuance of penicillin to sterilize 
root canals inasmuch as it was felt 
that the time-tested azochloramid, 
formocresol, and beechwood creosote 
were less time-consuming, required 
less treatments, and produced more 
reliable results. Furthermore, many 
organisms which are commonly pres- 
ent in putrescent pulps can be consid- 
ered penicillin-resistant. 

4. Inasmuch as penicillin is chiefly 
a bacteriostat, it cannot be effective 
in the root canal of a tooth where there 
is no circulation of tissue fluids of the 
body, and bacterial antibodies are 


therefore absent. This seems to con- - 


traindicate the use of penicillin for 
routine use in root canal therapy as 


only carefully selected cases will be 
successful. 


We Can’t Pay 


No DENTAL author can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prep- 
aration of a technical article, how- 
ever, an author often expends money 
for drawings, photographs, models, 
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Post-Apicoectomy 


One-half cubic centimeter of peni- 
cillin solution of strength 10,000 units 
per cubic centimeter, or the applica- 
tion of dry powder the volume of a 
safety matchhead, placed into the 
surgical area of an apicoectomy be- 
fore suture, seems to be of considera- 
ble value. The control of retained in- 
fection by the action of the penicillin 
ensures a greater incidence of success. 

1. Dry penicillin powder is extreme- 
ly irritating on first contact with an 
open wound. When applied to an an- 
esthetized area, however, there is no 
pain or reaction. 

2. The powder is quickly dissolved 
by the hemorrhage from the alveolar 
bone, and, being present in high con- 
centrations, exerts the maximum bac- 
teriostatic effect. 

3. Six cases treated in this manner 
and observed postoperatively for 
three days produced the following ob- 
servations: 

a) No after-pain and no dis- 
comfort were experienced. 

b) There was no swelling. 

c) The tissues at the incision 
remained a normal pink color and 
seemed to heal at an accelerated rate. 

4. Sutures were removed on the 
third day and subsequent healing was 
uneventful. 


Summary 


1. Penicillin seems to be of definite 
value in the treatment of many oral 
conditions. It is particularly effective 
in the treatment of Vincent’s stoma- 
titis, and will be effective in many 
such cases when other means of ther- 
apy fail. A sufficient dosage must be 
used, however, and the medicament 
should preferably be sealed on the 
site of the lesion. 

2. Penicillin mouthwashes do not 
seem as effective as local applications 


or graphs. We should like to help de- 
fray some of these expenses. 

Until further notice, THE DENTAL 
Dicest will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 


If you have a constructive idea, an 


of saturated cotton packing covered 
with adhesive dry foil. 

3. Thorough scaling, complete pro- 
phylaxis, and the elimination of pos- 
sible incubation zones, are still neces- 


sary. 

4. The use of penicillin pastilles or 
mouth rinses following prophylaxis 
seems to be a satisfactory method of 
treating Vincent’s infection effectively 
and with the minimum amount of 
treatments. The average mild case can 
be treated in three or four appoint- 
ments and one follow-up observation, 
in a total lapse of three days. Patients 
state that the treatment of a localized 
lesion also makes the rest of the 
mouth feel better. 

5. Topical application seems to be 
adequate in most cases although sev- 
eral investigators have injected peni- 
cillin locally with good results.*: * It 
seems that intravenous, subcutaneous, 
or intramuscular administration of 
penicillin is not necessary for dental 
infections, except in such cases as 
osteomyelitis, cellulitis, or severe Vin- 
cent’s infection of the fauces and ton- 
sils. These cases require hospitaliza- 
tion and medical care, and should be 
treated by a physician. 

6. Penicillin as it is prepared today 
must be kept refrigerated, and solu- 
tions should be used within forty- 
eight hours.® The dry powder is much 
more convenient to use and enables 
one to produce high concentrations of 
the drug in localized areas. The pow- 


der is well tolerated by intact oral tis- 


sues; no irritation has been experi- 
enced in any of the cases treated. 


*Weiner, Leonard: The Use of Penicillin in Clinical 
Dentistry, J.A.D.A. 32:539-551 (May) 1945. 


5Schessler, C. F.: Fairchild, J. M.; and Stransky, 
I, M.: Penicillin in the Treatment of Vincent’s In- 
fection, J.A.D.A. 32:551-554 (May) 1945. 


‘Penicillin Bulletin, Burroughs Wellcome and Com- 
pany, New York. 


2410 Twentieth Street, N.W. 


innovation, a new. result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: The Editor of THE DEN- 
TAL Dicest, 708 Church Street, 
Evanston, Illinois. 

We hope that you will accept this 
invitation! 
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A Controlled, Correctable, and 


Physiologically Tolerable Impression 


Tech nique 


Cc. H. MOSES, D.D.S., Hamilton, Ontario 


The first installment of this arti- 
cle, which appeared in the April 
issue, presented the preliminary 
impression technique, the meth- 
ods of outlining the impres- 
sions and casts and of process- 
ing the trays, and the initial steps 
in taking the final lower impres- 
sion. 

This concluding installment 
describes the treatment of the 
periphery- of the lower impres- 
sion to ensure the desired close 
fit, and the entire technique for 
taking the impression for the up- 
per denture. 


THE IMPRESSION technique presented 
here is now a proved one. It has been 
uniformly successful in hundreds of 
cases. As far as I am aware, all the 
laws of physics and physiology are 
met. No mysticism is attached to 
vague formulae. The laws concern- 
ing the retention of dentures were 
studied, after which the technique and 
materials that meet these laws were 
chosen. 


‘Lingual Periphery 


1. Pencil on green  low-fusing 
(about 115° F.) impression com- 
pound just inside the periphery of 
the impression (Fig. 12), commenc- 
ing at the posterior lingual border 
from the center of the crest of the 
ridges lingually down around the 
posterior curve and up to about the 
third molar area. It is important that 
a lower-fusing compound be used at 
the periphery because the tissues are 
not capable of exerting much force to 
mold a stiff compound; nevertheless, 
the compound must not “run off” as 
some washes do. 

2. Flame the green tracing; dip 
into hot water only the part that has 
been flamed; insert into the mouth; 
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Fig. 12—Pencil green low-fusing impression compound from the posterior lingual 
border lingually to the third molar area of the lower impression. (For the sake of 
photographic contrast, the green compound is represented in white.) 

Fig. 13—After flaming the green tracing and placing the tray in the patient's mouth, 
have the patient extend the tip of the tongue outside the mouth. Tongue movements 
help mold the impression to increase the adhesion. 


about three seconds or four seconds: 
a) Extend the tip of the tongue 


and have the patient make the follow- 
ing tongue movements in rhythm for 
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forward outside the mouth (Fig. 13). 

b) Place the tip of the tongue in 
one cheek (Fig. 14), then in the 
other cheek. 

c) Push the tip of the tongue 
hard on the handle (Fig. 15). 

d) Swallow while still keeping 
the tongue in the hollow of the handle. 

This procedure may seem superflu- 
ous but it takes only a little time to 
teach it to the patient and establishes 
a thythm which can ‘be maintained 
for the entire impression of the lingu- 
al periphery. 

3. It has been explained that ex- 
truding the tongue brings the glosso- 
palatine muscle and the fold of the 
lingual mucous membrane against the 
posterior of the impression, thereby 
molding it. The tongue in the cheek 
pulls the mucolingual fold up against 
the lingual border of the impression 
at about the bicuspid and molar re- 
gions. The tongue extended outside 
the mouth also will mold the anterior 
lingual fold. Pressing the tongue hard 
against the handle of the tray tightens 
(contracts) the mylohyoid muscle, 
thus pushing up the submandibular 
and sublingual glands as well as giv- 
ing tonus to the mucous membrane. 
The genioglossus and geniohyoid 
muscles also contract and have their 
influence at the anterior lingual peri- 
phery. Swallowing permits these mus- 
cles an extra necessary contraction. 
Stroking beneath the chin with the 
fingers (Fig. 16), approximately un- 
der each area to which green com- 
pound is added, likewise seems to mo- 
bilize these muscles by lifting the 
floor of the mouth slightly. 

4. Remove the impression from 
the mouth, chill, and examine. Some 
of the green compound will have run 
outside and over the red. If it has 
been penciled on too thick, it may 
tun over the crest of the ridge and 
lift the impression, breaking the con- 
tact and loosening it. Sometimes a 
taised edge can be felt separating the 
green compound from the red. 

o. Corrections can be made at this 
stage. Flame the compound lightly 
and rapidly (do not blister it), dip 
the green compound rapidly into hot 
water, insert into the mouth, and have 
the patient repeat the forementioned 
longue movements. This time the 
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Fig. 14—Have the patient place the tip of the tongue in one cheek, then in the other. 
Fig. 15—Have the patient push the tip of the tongue hard on the handle of the tray. 
Fig. 16—Stroking the chin beneath the areas penciled with green compound mobi- 
lizes the genioglossus, geniohyoid, and mylohyoid muscles. 
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Fig. 17—Have the patient lick the upper lip from commissure to commissure afte 
the third flaming. . 
Fig. 18—Pencil green low-fusing impression compound from the posterior lingual bor- 
der buccally to the third molar area. 

Fig. 19—The buccinator muscle cuts across the ridge at the posterior of the heel of 
the impression at an angle from the cheek to the throat. : 
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green and red compounds seem to 
fuse and the impression is tighter, 
The process should be repeated if any 
further correction is necessary. 

6. The same procedure is carried 
out all around the lingual periphery, 
covering the areas in the following 
order: 

a) Trace the green compound on 
one side from the third molar area 
to that of the cuspid, and flame light- 
ly and rapidly. Insert into the pa- 
tient’s mouth and have him repeat the 
tongue movements. 

b) Trace the compound on the 
same area on the opposite side and 
repeat the forementioned procedure. 

c) Trace the compound in the 
area from cuspid to cuspid, and re- 
peat the procedure. As a final step in 
adaptation in this area, have the pa- 
tient lick the outside of the upper lip 
from commissure to commissure on 


this third flaming (Fig. 17). 
Outer Periphery | 


1. Trace green compound from 
the center of the crest of the ridge on 
the outer posterior border to the third 
molar region on the buccal (Fig. 18). 

2. The buccinator muscle has three 
origins: the upper and lower ridges 
at about thé first, second, and third 
molar regions; and a thin band (liga- 
ment) called the pterygomandibular 
raphe, which separates the buccinator 
from the superior constrictor muscle. 
These muscle fibers, originating in 
different places, enter the lip and con- 
tribute to the muscle fibers of the 
lip which make up the orbicularis 
oris. At the posterior of the heel of 
the impression, therefore, the bucci- 
nator cuts across the ridge at an angle 
from the cheek to the throat (Fig. 
19). The buccinator muscle is, thus, 
not exclusively a cheek muscle inas- 
much as_ the pterygomandibular 
raphe is definitely on the lingual and 
a part of the buccinator muscle. For 
this reason the path of the buccinator 
muscle must be observed to be sure 
that the posterior edge of the impres- 
sion does not interfere with the path 
of the muscle fibers. 

The buccinator is so formed in the 
molar region that it curves in where 
the teeth are placed; therefore, the 
muscle appears to rest upon the pe- 
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, riphery on the lower buccal border. 
This seal adds greatly to the retention 


of the denture. The denture cctually 
rests on some of the muscle fibers in 
} the molar region but the muscle is so 


thin there that it influences the den- 


ture only slightly. It must be borne in 

mind that the muscle should contact 
. and lie over the periphery in the buc- , 
. cal area, but without distension. The 


impression becomes considerably 
more retentive when the area is ade- 
quately filled in. 

3. After having traced the green 
. compound, tempered it in hot water, 
} and inserted it into the mouth, have 
the patient say “oh” and then “ee.” 
This must be done vigorously, the 


7 “oh” drawing the lips into a pucker 
, (Fig. 20) and the “ee” stretching 
Rf them back into a wide grin (Fig. 21). 
p While the patient is saying “oh,” 
fs push the index finger into the cheek, 

pulling the mucobuccal fold taut. 

These sounds should be repeated in 

rapid succession until the compound 
" hardens. Repeat this procedure sev- 
- eral times if necessary until the de- 
d sired seal is obtained. 
). 4. The same procedure (including 
a“ the tracing of-compound and temper- 
” ing it in hot water, and the lip move- 
d ments) is carried out all around the 
mt outer periphery, covering the areas 
“ in the following order: 
“ a) From the third molar to the 
% cuspid region on one side. 
7 b) The same area on the oppo- 
site side. 
be c) The anterior outer periphery 
i. from cuspid to cuspid. 
of 9. During the tracing and heating 
ry with the flame, care should be taken 
le to so hold the flame that only the part 
i. that is newly treated is flamed. A 
1S, common error is to unintentionally 
- heat the lingual, which has already 
- been adapted, while flaming the buc- 
al cal. This will cause some of the ad- 
re hesion to be lost. Should such an ac- 
ae cident occur, the impression may be 
=i corrected as follows: 
es- a) Dip the entire impression in 
ath hot water for about three seconds. 

b) Insert into the mouth, and 

- have the patient do the tongue move- pi ltt ne yo oe lg the outer periphery, have the patient say “oh” wit 
ore ments that were made in checking the Fig. 21—Have the patient say “ee” with extreme stretching of the lips, alternating this 
the lingual periphery. Chill. rae a tll vault is high, cuts are made in the tray at the center of the hard - 
pe- c) Redip the impression in hot area and on the ridges to relieve compression and minimize displacement of tissue. : 
EST MAY, 1946 
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‘Fig. 23—Relieve the palatal impression at the three foramina and the hard area with 
a scraper. 
Fig. 24—If there is considerable space buccal to the tuberosity, this should be occu- 
pied by the denture for retention. 

Fig. 25—Trace green compound on the distobuccal of the buccal flange of the upper 
impression. 
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> 
water, and have the patient do the 
“oh” and “ee” motions. Chill. 

d) Repeat the procedure once 
more, and you will find that the im- 
pression will have tightened consider. 
ably. 


Upper Impression 


After the upper tray has been test- 
er for displacement, it is prepared for 
the reception of compound. With a 
medium-sized fissure bur (number 
561), either one or three lines are cut 
on the tray. If the palate is fairly flat 
and there is a hard area in the median 
line, one cut is made in the center of 
this area from the incisal papilla to 
the end of the hard area. If the vault 
is high, additional cuts are made on 
the ridges (Fig. 22). These serve to 
relieve the compression and tend to 
minimize the displacement of tissue. 
Cuts also are made over the center of 


the ridges if they are flabby. 


Palatal Area 


Following the same technique as 
was carried out in taking the lower 
impression, an impression of the pala- 
tal area is taken first, then one of the 
periphery. 

1. Fill the inside of the tray with 
compound about 5 millimeters thick. 
Flame; temper; and insert into the 
mouth, holding it in place for about 
two minutes, firmly but lightly. The 
compound will ooze out of the fis- 
sures. Remove and chill. 

2. Flame the entire palatal area 
again, permitting the heat to pene- 
trate for about a millimeter. Temper; 
insert into the mouth, holding lightly; 
remove; and chill in cold water. If 
hollows appear corresponding to the 
cuts in the tray, they may be the re- 
sult of the compound having run off. 
This should be corrected during the 
next flaming. 

3. Flame the entire palatal area, 
and warm over the area where voids 
appeared on the other side of the 
tray. Temper; insert into the mouth; 
and gently pat the area, pressing it 
into contact. Chill. 

4. Relieve the palate at the three 


‘foramina and the hard area, using 4 


suitable scraper (Fig. 23). The area 
over the anterior papilla should be 
well relieved to prevent impingement 
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on the nerves and blood vessels leav- 
ing the anterior palatine foramen. Ex- 
cessive pressure in that area likewise 
often causes a burning sensation un- 
der the upper denture. 

The posterior foramina also should 
be relieved although they are gener- 
ally protected by the pads of fatty tis- 
sue and glands over them. Sometimes 
the edges of the foramina, or the 
trough in which the vessels and nerves 
lie after they leave the foramina, are 
quite sharp and spinelike. They could 
cause a great deal of discomfort. They 
are nearly always seen on the impres- 


sion of the palate as small raised areas . 


opposite the third molar areas about 
two fifths of the distance from the 
ridge toward the median line. If these 
are not visible, the finger tips can lo- 
cate them easily. Mark them with an 
indelible pencil and transfer to the 
impression. Relieve by scraping. Any 
hard areas should be scraped. If ex- 
aggerated hard areas (torus pala- 
tinus) exist, they should be scraped a 
bit more. 

5. Glaze the entire palate lightly, 
dip into hot water, insert into the 
mouth, remove, and chill. Repeat the 
dipping process several times, as in 
the lower impression, dipping into 
hot water, inserting into the mouth, 


and chilling. 


Periphery 


1. Trace the green compound on 
the inner border of the periphery at 
the distal of the tuberosity on both 


sides. After the usual tempering, in- 


sert into the mouth and have the pa- . 


tient protrude the mandible forward 
and move it from side to side. This 
outlines the hamular notch area and 
also defines the posterior. border of 
the area around the tuberosity or heel. 
The tissues of the ramus will massage 
the green outline as the upper part of 
the ramus or the coronoid process 
presses the border area of the tuber- 
osity. As before, reheat, temper, and 
chill until the green and red com- 
pounds fuse. 

2. The posterior of the vestibule of 
the mouth is an extremely important 
area from the standpoint of reten- 
tion. Before the green compound trac- 
ing is made, an examination should 
be made of the area buccal to the 
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Fig. 26—To obtain good seal, have the patient say “oh” with vigorous puckering of 


the lips. 


Fig. 27—Have the patient say “ee” with extreme stretching of the lips, alternating this 


sound with the “oh.” 


tuberosity. It will be observed fre- 
quently when the mouth is wide open 
that there is a considerable space in 
that region (Fig. 24). This space 
should be completely occupied by the 
denture for better retention. The prac- 
tice of making thin peripheries, par- 
ticularly in this region, is to be con- 
demned. 

3. Having thus obtained a view of 
the hollow in the distal of the vesti- 
bule, a corresponding amount of 
green compound is traced on the dis- 
tobuccal part of the buccal flange of 
the maxillary impression (Fig. 25). 


Flame, temper, insert into the mouth, 
and have the patient say “oh” and 
“ee” (Figs. 26 and 27). Repeat this 
procedure several times as in treating 
the lower denture. 

4. Undercuts should have surgi- 
cal treatment wherever possible. Hav- 
ing the denture end at the greatest 
convexity on the buccal of the tuber- 
osity, as is often done, should be dis- 
couraged. I trim off the undercut on 
the impression with a sharp knife, by- 
passing the undercut, and allow the 
periphery to continue to the fold. 

(Continued on page 267) 


261 


te 
. 
= 
| 
seg 
| | 
the 
re- 

“ 

off. 
the 

ea 
i d 
th; 

t : 
a 
a Py 
be 
t 
EST 
ay 4 
~ 
| 


Restoration of Vertical Dimension 


A Case Report of Mouth Rehabilitation and 


GABRIEL WEISS, D.D.S., Philadelphia 


This is a presentation of a case 
history in which the fourteen re- 
maining teeth, many of which 
were carious, were restored, the 
missing teeth were replaced, and 
the vertical dimension was in- 
creased. 


Case History 


WHEN THE patient, a man aged 29 
years, presented himself for treat- 
ment, his mouth appeared to be in a 
hopeless condition. Many of the natu- 
ral teeth were missing, especially in 
the maxilla, and the bite had become 
closed over a period of years. The re- 
maining teeth showed many carious 
lesions. | 

A diagnostic study was made. This 
included a complete case history, thor- 
ough clinical and roentgenographic 
examinations, and accurate models 
of the patient’s mouth. It was decided 
to attempt a complete rehabilitation 


Fig. 1—Accurate study models showing conditions existing Fig. 2—Articulated study models in existing centric occlusion. Note 


before treatment. 
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of the patient’s dental tissues and to 
restore some of the lost vertical di- 
mension. 


Existing Dental Conditions 


1. There. were four natural teeth 
in the maxilla, and ten in the man- 
dible (Fig. 1). All these teeth had 
carious lesions. 

2. The mandibular left second and 
third molars had had carious pulp 
exposures which had necessitated ex- 
traction even before the study was un- 
dertaken. 

3. The mandibular right second bi- 
cuspid was badly broken down so 
that it, too, was extracted. 

4, The maxillary cuspids and bi- 
cuspids and the mandibular left first 
bicuspid exhibited gingival erosion 
and caries and had amalgam and sili- 
cate restorations. 

5. The vertical dimension had 
gradually decreased. The existing 


teeth and bite are shown in Figure 2, 
and the patient with his teeth closed 
in centric occlusion is shown in Fig- 
ures 3 and 4. 


Method of Treatment 


Vertical Dimension—The first step 
was to determine the extent to which 
the patient’s vertical dimension could 
be increased. 

1. Wax bite-blocks were made us- 
ing the study models which had been 
poured from accurate alginate im- 
pressions. With these blocks and the 
aid of a Fox occlusal plane guide the 
proper plane of occlusion was estab- 
lished intra-orally. This increased the 
vertical dimension approximately 5 
millimeters in the anterior region. 
The naturally existing free space be- 
tween the maxillary and mandibular 
teeth with the mandible in resting 
position was almost completely elimi- 
nated. 


rotation of maxillary right bicuspid. 
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2. With a mixture of plaster and 
pumice, the bite-blocks were milled in 
by the patient to establish the proper 
curve of Spee. This procedure closed 
the newly established vertical dimen- 
sion a distance of about 2 millimeters. 
Thus the patient’s bite was opened 
only 3 millimeters in the anterior re- 
gion, still permitting a free space of 
about 2 millimeters. 

3. With the bite-blocks locked in 
centric position, the study models 
were mounted on a balancer type ar- 
ticulator, and the instrument locked 
and set for the determined bite (Fig. 
5). 

Dental Restorations—The carious 
lesions on the teeth, with the excep- 
tion of the following, were treated by 
suitable restorations: 

1. The maxillary right second bi- 
cuspid, left cuspid, and left second 
bicuspid, as well as the mandibular 
left first bicuspid, were prepared as 
shouldered jacket preparations (Fig. 
6). 

2. The mandibular right first molar 
was prepared for a mesio-occluso- 
distal inlay, with a built-up occlusal 
surface (Fig. 6). 

3. Individual tube impressions 
were taken of the forementioned prep- 
arations and copper-plated dies were 
made (Fig. 6). 

4. Base-metal copings were then 
constructed for each of these. The 
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Fig. 3—Front view of patient with teeth closed in centric occlu- 
sion before treatment. Note protrusion and fullness of lower lip. 


copings were so designed as to have 
sufficient retention to enable them to 
be held in place in the master impres- 
sions (Fig. 7). 

5. After trying these copings in the 
mouth for accuracy of fit (Fig. 8), 
full mouth impressions were taken in 
elastic hydrocolloid with these in po- 
sition. When the impressions were re- 
moved from the mouth, the copings 
remained in place, allowing for an ac- 
curate seating of the dies. 


Fig. 4—Lateral view with teeth closed in centric occlusion. Note 
position of chin and protrusion and fullness of lower lip. 


6. Hard stone models were poured, 
and these were transferred to the arti- 
culator one at a time using the already 
mounted study models and prepared 
bite-blocks. 

7. Cast gold crowns with acrylic 
veneers were constructed for the max- 
illary right and left second bicuspids 
and the mandibular left first bicuspid 
(Fig. 9). It was decided to use this 
type of restoration inasmuch as these 


teeth were to be clasped by the re- 


Fig. 5—Mounted models with articulator locked in position illustrating the now 
determined bite. Compare with original bite in Figure 2. 
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9. A mesio-occluso-distal cast gold 
inlay with a built-up occlusal surface 
was made for the mandibular right 
first molar (Fig. 9). In constructing 
these restorations the already pre. 
pared bite-blocks with their establish- 
ed curve of Spee were utilized. 

10. The crowns and inlay were then 
tried in the mouth for accuracy of fit. 
With these in position without ce. 
mentation, full mouth impressions 
were again taken in elastic hydrocol- 
loid. The gold and acrylic restorations 
came off when the impressions were 
removed from the mouth. The crowns 
and inlays were then carefully re- 
moved from the master impressions 
and these were poured in a hard stone 
(Fig. 10). 

11. These models were then trans- 
ferred one at a time to the articulator, 
once more using the previously con- 
structed bite-blocks and study models. 
This provided articulated models rep- 
resenting the mouth with all the fixed 
restorations in place. 

12. The lower model was surveyed 
and a one-piece casting designed. This 
partial denture was cast in gold and 
had a small onlay extending over the 
occlusal surface of the mandibular 
right third molar which was in the 


Fig. 6—Accurate master models containing the copper-plated dies of the teeth pre- _ position of the second molar (Fig. 


pared for individual restorations. 11). This was done to bring the tooth 
into proper occlusion. 

movable prosthetic appliances which 8. An acrylic jacket was construct- 13. An acrylic partial denture with 

were to be made. ed for the upper left cuspid. hand-wrought gold clasps was design- 


Fig. 7—Copper-plated dies with base-metal copings seating Fig. 8—Base-metal copings in position prior to taking full mouth 
individual dies in master full mouth impressions. master impressions. 
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Fig. 9—Completed individual restorations. 
Fig. 10—Working models depicting patient’s mouth with fixed restorations in posi- 
tion. Compare position of upper right bicuspid with the same in Figure 1 to see 
how its alinement was.corrected by the crown. 
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- Fig. 11—One-piece cast gold partial denture for mandible. Note Fig. 12—Acrylic partial denture with hand-wrought clasps for 
onlay on the left for bringing third molar into proper occlusion. maxilla. : 


Fig. 13—Fixed restorations cemented in position. Fig. 14—Teeth in centric occlusion after the insertion of all the 


ed and constructed for the upper jaw 
(Fig. 12). This denture was entirely 
tissue-bearing, with light clasps for 
retention. These appliances were then 
finished without a try-in inasmuch as 
it was necessary in this case to insert 
the crowns, inlay, and partial dentures 
at one sitting since the vertical dimen- 
sion was being increased. 

14. First, the fixed restorations were 
cemented in place (Fig. 13). Then the 
partial dentures were inserted, and 
the occlusion balanced by judicious 
spot grinding of the teeth and resto- 
rations (Figs. 14 and 15). After the 
patient wore the appliances for a 
week, he was recalled and the occlu- 
sion was checked carefully to see if 
any other adjustments were necessary. 


Results 


1. From the first day the patient 
was completely comfortable with the 
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restorations and partial dentures. 


Fig. 15—Patient’s mouth after insertion of the fixed and removable restorations. 
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Fig. 16—Front view with teeth closed in centric Fig. 17—-Lateral view of patient with teeth closed in centric occlusion after 
occlusion after treatment. Compare with Figure 3 treatment. Compare with Figure 4 to note improvement in facial features 


to note improvement in facial features and lips. 


restorations and partial dentures in 
his mouth. He did not mind the slight 
increase in vertical dimension and 
could masticate his food well. 


and lips. 


2. There was a definite improve- * 


ment in his appearance as a result of 


this treatment (Figs. 16 and 17). 
re-examination several 


3. On 


A Controlled, Correctable, and | 
Physiologically Tolerable Impression Technique 


5. The remainder of the periphery 
is treated in the same manner: suc- 
cessively tracing on one side from tu- 
berosity to molars, then from molars 
to cuspid; repeating this on the other 
side; and finally tracing from cuspid 
to cuspid on the anterior. The impres- 


sion is inserted in the patient’s mouth 


alter each tracing, and the patient is 
asked to repeat the sounds “oh” and 
“ee” in rhythm. 

6. Complete the green tracing on 
the posterior, tracing the compound 
about 14 inch wide and joining the 
previously traced green area at the 
heels. Flame, temper, and insert into 
the mouth. Holding the patient’s nos- 
trils, have the patient blow. through 
the nose; this forces the soft palate 
_ defining the outline more clear- 
y. 

7. The subject of postdamming is 
extremely important. The tipping force 
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(Continued from page 261) 


_ at the central incisors that is neces- 


sary to dislodge the denture is pro- 
portional to the seal obtained at the 
postdam area. The farther back on 
the soft palate that a contacting post- 
dam can be brought, the greater will 
be the resistance to tipping. Explain 
this to the patient and he will willing- 
ly permit this extension. 

8. Not all soft palates are alike. 
Where the soft palate hangs down 
like a curtain abruptly after leaving 
the hard area, extension should not 
be made far back. If this is done, the 
movement of the soft palate (such as 
in saying “ah”’) will leave voids about 
which the patient will soon complain. 
Pronouncing the letter K then be- 
comes difficult. In case of such a short 
palate, the postdam edge must be 
deepened on the model by scratching 
it with a scraper just past the juncture 
of the hard and soft areas. 


months later, the patient’s mouth and 


occlusion were found to be in the same 


favorable condition as on the day 
treatment was completed. 
200 South Forty-Sixth Street. 


9. Carding wax or Kerr’s plastic 
wax is painted over the green com- 
pound, the flame is played lightly up- 
on the wax, the posterior of the im- 
pression is tempered in hot water, and 
the impression is inserted into the 
mouth. The tendency should be to 
overextend the length in this area at 
this stage in taking the impression. 

10. After the denture is processed, 
it is trimmed by observation in the 
mouth. If when the patient says “ah” 
a space appears between the denture 
border and the tissue, the denture is 
trimmed until this is corrected. 

508-510 Lister Building. 


EDITOR’S NOTE: Correction: In the article by 
Doctor Moses in the March issue, page 140, the third 
sentence in the third paragraph in the third column 
should read: ‘“‘For example, if the lower six anterior 
teeth have been extracted recently. and results in a 
Class III-B, broad-crested, parallel-walled ridge, a 
great amount of retention can be expected in that 
area.”” 
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The Use of the Desiccating Current in 


Treating Buccal Gingival Caries 


WILLIAM I. OGUS, D.D.S., Washington, D. C. 


In this issue of the DIGEST, Doc- 
tor Ogus discusses the use of the 
desiccating current in the treat- 
ment of caries of the buccal gin- 
gival margin of bicuspids and 
molars. 

The technique for treatment 
of the root canal by the mono- 
polar, monoterminal desiccation 
current was described in last 
month’s (April) issue. 


BUCCAL gingival caries of the bicus- 
pids and molars has been a problem 
difficult to solve in many cases. The 
condition usually involves the enamel- 
cementum juncture. 


Former Treatment 


In the past, cavity preparation for 
caries in this area was done by trau- 
matizing the gingival tissues, and the 
restoration was placed under the free 
gingival margin. The gingivae with 
pericemental fibers destroyed by this 
method remained red and inflamed. 
The pocket thus formed eventually led 
to continued pericemental fiber de- 
struction and pocket formation. 

In some cases there was a natural 
recession and retraction of tissue, and 
it was noted that in those cases the 
restorations were successful. 
This was more prevalent in the cases 
in which the restorations had been 
placed when the patient was young, 
and in which the recession was noted 
in later life. 

It is also noted that in many cases 
in which the free gingival margin 
covers the restoration but remains in- 
fected, the restoration begins to 
“leak,” caries progresses, and in many 


Fig. 1—Typical clinical appearance of 
buccal gingival caries. 


Fig. 2—Soft tissue being removed by 
means of the monopolar, monoterminal 
desiccation current. 


Fig. 3—Appearance of the tissues after 
tissue has been removed with the desic- 
cation current. 


Fig. 4—Finished restorations in position. * 


The metal does not impinge on the soft 
tissues. 


instances pulp involvement takes 
place which cannot be demonstrated 


by roentgenographic studies. 


Electric Desiccation 


1. By the use of the desiccating cur- 
rent (monopolar), sufficient tissue 
that has lost its attachment to the ce- 
mentum by destruction of the perice- 
mental fibers can be removed. This 
technique, which coagulates and ster- 
ilizes at one time, prevents pocket for- 
mation and eliminates the possibility 


ay 


of infection or irritation because any 
remaining tissue maintains firm at- 
tachment with the pericemental fibers. | 

2. By virtue of the dry slough cre- , 
ated by this current, the cavity can be 
prepared during the same appoint- 
ment. If an inlay is to be inserted, the 
temporary filling placed into the cav- 
ity does not injure nor irritate the tis- | 
sue. When the inlay is placed, it does ) 
not contact the soft tissue. 


3. The cementum exposed by re- 
moving the soft tissue will be sensitive 
for a while, but unless we are dealing 
with a patient who has supersensitive 
cementum the restoration can be of 
permanent value. 

4. Any sign of recurrence of caries 
can be noted easily on periodic exam- 


_Ination, as can pulp involvement 


which is not noted in teeth with tis- 
sue-covered restorations. 

5. This technique likewise can be 
employed in selected cases of erosion. 
It is noted, however, that in erosion 
in older patients there is a natural re- 
cession of the gingivae but rarely is 
pocket formation found. 


1832 Eye Street, N.W. 
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AN ENTERPRISING piece of research was undertaken 
by the Canadian Dental Corps during the War.’ 
This study made among a group of Air Force per- 
sonnel was to determine the relationship between 
ascorbic acid intake and gingivitis. Among the 
1400 apparently healthy young adults studied, ap- 
proximately 20 per cent had gingivitis. The subjects 
were generally from a favorable economic group. 
Although gingivitis is probably not a disease entity, 
it is often a precursor to severe periodontal disease 
and loss of teeth. If gingivitis can be controlled it 
is natural to believe that some of the tissue changes 
that are grossly labeled as periodontal disease may 
be prevented. Inasmuch as periodontal disease is 
the cause of the greatest tooth loss in adult life, the 
prevention of gingivitis has wide public health im- 
plications. Among the group of young adults it was 
found that in few cases the daily intake of ascorbic 
acid was up to the 75 milligrams considered to be 
desirable for optimum nutrition. 

In any study of gingival disease it is advan- 
tageous to have some objective methods of classify- 
ing the degree of inflammation observed. Normal 
gingival tone is: light pink without swelling or 
thickening; the interdental papillae are pointed 
and extend between the teeth; the margins are thin; 
the surface is stippled. Variations from normal 
were classified in the study as being of three grades: 

Grade I Gingivitis: The tissue is slightly red and 
swollen. The papillae have lost their sharp points 
and have taken on a shininess. 

Grade II Gingivitis: The redness and swelling 
have increased. Both the papillae and the marginal 
gingivae are involved. 

Grade III Gingivitis: The swelling and redness 
are marked. There is a detachment of the tissue 
from the teeth, with pocket formation. 

The Canadian investigators make these summar- 
izing statements of their study: 


'Linghorne, W. J.; McIntosh, W. G.; Tice, J. W.; Tisdall, F. F.; McCreary, J. F.; 
Drake, T. G. H.; Greaves, A. V.; and Johnstone, W. M.: The Relation of As- 
corbic Acid Intake to Gingivitis, J.Canad.D.A. 12:49-66 (February) 1946. 
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1. When gingivitis was cleared to a maximum 
degree by local treatment (use of tissue displace- 
ment pack, scaling, and polishing), the provision of 
approximately 75 milligrams of ascorbic acid daily 
had a delaying effect on the recurrence of signs of 
inflammation over that which occurred when 10 
milligrams of ascorbic acid daily was provided. 

2. The results suggested that 75 milligrams of 
ascorbic acid retarded the recurrence of gingivitis 
to a greater degree than 25 milligrams daily. 

3. The retarding effect on recurrence of gingivi- 
tis on a diet containing 75 milligrams of ascorbic 
acid was not significantly different from that of a 
diet containing 10 milligrams of ascorbic acid plus 
75 milligrams of ascorbic acid in tablet form. 

The authors make this significant comment: “The 
results here recorded show that gingivitis recurs 
after local treatment more frequently in individuals 
receiving a low ascorbic acid intake than in those 
receiving a high ascorbic acid intake. From this it 
would appear that it is advisable in the treatment 
of gingivitis that the local treatment be accom- 
panied by dietetic treatment. Cognizance should be 
taken of this fact by the dentist in the treatment of 
his patients and dietary directions given to ensure 
that they constantly consume a diet adequate in all 
essential factors including the desired amount of 
ascorbic acid.” 

Although adequate ascorbic acid in its natural 
form is desirable for optimum health, it is encour- 
aging to know that ascorbic acid in synthetic form 
is an effective substitute. Dentists should supple- 
ment their local treatment of soft tissue inflamma- 
tion with supporting ascorbic acid therapy to en- 
sure the minimum daily intake of 75 milligrams. In 
fact, it is well for the dentist to be constantly think- 
ing in terms of supportive therapy in all his treat- 
ment procedures. In caries control, for example, it 
is not enough to suggest the prohibited foods. The 
dentist should be prepared to make positive sug- 
gestions indicating the desirable foods that, should 
replace the prohibited ones. 
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A Long-Handled Tissue Retractor 
Clement W. Linnert, D.D.S., Montgomery City, Missouri 


Fig. 1—Select a pair of cotton pliers with a stiff spring action 
(A). Bend the points outward at right angles (B). The new 
beaks thus formed can be engaged in tissue to act as a retractor 


A Method of Burnishing Inlay Margins 
Jerome M. Piekos, D.D.S., Chicago 


Fig. 2—The advantages of adapting gold inlay margins to the 
tooth with a large (number 8), round bur, as indicated by the 
arrows in A and B, are: (1) closer adaptation of the margins to 
the tooth; (2) removal of feather edges and excess gold; (3) no 
destruction of tooth structure; (4) no scratching; and (5) use- 
ful in forward or reverse speeds. 


A Protective Mask for the Operator 
Leon Lieber, D.D.S., San Antonio, Texas 


Fig. 3—For spraying mouths in cases of Vincent’s infection or 
particularly messy prophylaxes, excellent protection for the op- 
erator is afforded by the use of a regular polisher’s mask with a 
clear plastic front. It may be raised or lowered as desired. It is 
also useful when either the patient or the operator has a cold. 


Readers are Urged. 
to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, THE DENTAL Dicest will pay $10.00 on publi- 
cation. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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GGESTIONS 


A Method of Bleaching Discolored Teeth 
Lievtenant H. J. Milligan (DC) USNR, Mare Island, California 


Fig. 4—After a root canal has been filled, remove all the filling 
material in the coronal part of the tooth and extend the size of 
the cavity. Pack the cavity with dry sodium perborate, using an 
amalgam carrier and an amalgam condenser. Dampen the sodium 
perborate, and seal the opening with gutta-percha. Repeat the 
treatment every day or two until the desired result is obtained. 
Replace the cement base and the restoration. 


A Protective Shield for Cutting Stones 
Lieutenant (jg) Carl W. Elmquist (DC) USNR, Minneapolis 


Fig. 5—To avoid cutting the tongue or cheeks during an opera- 
tion when using a Joe Dandy disc, a protective shield is made as 
follows: A l-inch bottle cap is cut in half (A) to fit over half the 
disc. A piece of metal is soldered to’ the cap (B), and is bent at 
the end to fit over the straight handpiece (C). 


A Copper Pickling Dish 
Russell H. Kirk, D.D.S., Pittsburgh 


Fig. 6—A copper ball float (A) from the water box of a toilet 
is made into two acid-pickling containers by opening the crimped 
seam that separates the halves. The two containers thus formed 
are excellent for pickling inlays or large castings (B). 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 291 for a convenient form to use. 
Send your ideas to: Clinical and Laboratory Sugges- 
tions Editor, THe DentaL Dicest, 708 Church Street, 
Evanston, Illinois. 
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EXTENDED 
CAVITY SIZE 
WITH SODIUM 
PACKING. 


TEMPORARY FILLINGS 
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Every month more and more service 
men are returning to their jobs at 


General Electric X-Ray Corporation. 


Every week they are producing more 
and more dental x-ray equipment. 
And every day, more dentists are 
being made happy by receiving their 
MODEL CDX dental x-ray units. 
It is a pleasure to be able to step up 


LIKE OLD TIMES 


production to meet the dental profes- 
sion’s ever increasing demands for 
CDX units. Our obligations to the war 
effort prohibited our doing so these 
past few years. 

As each day sees more orders for 
CDX dental x-ray units, we can only 
suggest that the earlier you order your 
CDX, the sooner will be its delivery. 


. 


OUR HATS OFF | 


. . . to those dentists who are tem- 
porarily forgoing their CDX de- } 
liveries, in order that dentists who | 
gave up-their practices to enter mili- | 
tary service may re-establish their 
practice with a CDX at the earliest 
date possible. 


GENERAL @ ELECTRIC X-RAY CORPORATION 
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Old Doc Brady Returns to 
Chicago ... 


That medical seer and prophet of the 

newsprints has returned to the Chi- 

cago field as a health columnist. He 

is giving out with his standard brand 

of misinformation concerning den- 
! 

A perplexed inquirer who signs 
himself “C. G.” has put this question 
to Brady: “The dentist who moved 
in on the practice of our own dentist 
(still in service) demands $50 for 
an inlay such as our own dentist 
charged $15 or $20. My wife needs 
two teeth replaced by a bridge, and 
this profiteer quotes $300. . . . What 
working person can afford this? 
Maybe this explains why a good 
many people neglect their teeth.” 

Brady’s answer: “No, it doesn’t. 
Trouble is that a good many people 
fall for the snooty pretensions of a 
good many dentists who use all the 
imposing tricks to make the patient 
feel a cheap skate if he or she prop- 
erly objects to being gouged. But 
there are honest, competent, reliable 
dentists who take good care of the 
patient's needs and at a reasonable 
fee.” 

What’s wrong with this answer? 
I would say, “Everything except the 
last sentence.” Extremely few $50 in- 
lays are made. In some of the larger 
cities there are a few swanky dental 
ofices where $50 inlays are produced 
—and some of them are not too 
good, by the way. Nor are there 
many $300 bridges made to replace 
two missing teeth. However, some of 
the big city, high-pressure producers, 
who cater to the social registrants 
and the country club set, turn out 
bridges at $75 per tooth. I have seen 
some of them. There is nothing to 
distinguish them except the price. 

Most dentistry in the United States 
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FOR YOUR ‘BETTER CASES’... 


YOU CAN NOW PROVIDE A 


Visualize what it would mean to you in terms of professional pre- 
ferment to be able to provide a quality of denture service far beyond 
present-day standards in all of the attributes which make for both 
immediate and lasting patient-satisfaction. 

You know of the physiological and sanitary advantages of the 
metal-base denture. You know that it has always been regarded by 
the profession as the ne plus ultra in denture construction with the 
sole exception of the difficulty of attaining satisfactory adaptation. 

Now, through the development of modern precision casting 
processes and a fundamental departure from traditional practice in 
metal-base construction, these shortcomings have not only been 
overcome, but perfection of adaptation—and 
thence permanence of retention—made the 
outstanding advantage of this type of denture. 

Learn more about this epochal advance- 
ment in denture construction. Be among 
the first to make it available to those dis- 
criminating patients who want and ex- 
pect the highest type of denture service. 


The Dresch Laboratories Company 
335 Superior Street - Toledo 1, Ohio 


SEND FOR THE BOOKLET—AND DECIDE FOR YOURSELF! 
‘DRESCH... TOLEDO 
Please send booklet “THE METAL-BASE DENTURE” 


| 
Street Address - 
City and State 5 


Another LEE SMITH Achievement 


A BETTER Oxy-Eugenol Corrective Wash 
KREX mixes and handles with great ease 
. » . sets quickly or slowly in the patient's 
mouth as the case requires and according 
to your own mix... reproduces accurate § 
detail. Truly a superior product! Order 

a box of KREX today and begin making 
perfect fitting dentures. 


CORRECTIVE 


LEE S. SMITH & SON MFG. COMPANY 
7325 Penn Ave. Pittsburgh 8, Pa. 
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A Quick- Acting Sedative 
of Short Duration for 
Pre-Operative Use .... 


++. to Allay Fear of the 


Dental Chair... - 


*ee-* to Help Reduce Pos- 
sible Psychic Disturbances 


@ Even with the increasing routine use of local anesthesia 
to remove pain and fear of pain from operative work, 
with some patients there still exists a need for . __ 
a pre-operative sedative which will allay fear of | 
dental interventions. ® Hexobarbital, a form of barbituric acid, 
is offered for this specific purpose. To meet the particular 
requirements of dental office procedures, Hexobarbital 
acts quickly and is of relatively short duration. >» Hexobar- 
bital is of very low toxicity; in prescribed dosages, and 
in cases where barbiturates are not contra-indi- 
cated, it causes no circulatory, respiratory or ‘nervous 


170 Vorick Street, New York 13, N, Y. 
Laboratories: Wheeling, W. Vo. & Springville, N. Y. 


ST AIN PREVENTERS Ammoniacal Silver Nitrate may 
be used in Anterior teeth. 
Forsyth Model 
Set of two. ..$2.50 


ae Silver, in Nitrate form, 

; combines or unites with 
organic material. It is, 
in a high degree, toxic to most organ- 


Order from your Dealer. 
P. N. CONDIT, Box 204 Back Bay, Boston 17, Mass. 
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isms. Silver still remains the metal of Midget Applicators 
highest efficiency in some forms of Set of two .......... $1.50 . 
dental therapeutics. 36 Conductor tubes.. 1.50 

$3.00 


is produced at fair and just fees. ‘The 
gougers and the racketeers are not 


many in dentistry. There are prob. 


ably ten thousand inlays produced in 
the $15 or $20 bracket to every one 
in the $50 bracket. If $50 inlays and 
$300 bridges were usual dental fees, 
dentists would be rolling in the 
$50,000 annual income group. Most 
of the hundreds of dentists I know 
are living comfortably and as sub- 
stantial citizens in the $7500-a-year 
income class. I don’t find many but- 
lers or yachts among them. | 

Brady is also identified as the 
enemy of the toothbrush. He en- 
courages the American people to dis. 
card their toothbrushes and to turn 
to chewing as the sole method of 
tooth cleaning. In another oracular 
outburst, Brady writes: 

“Besides chewing other foods the 
chewing of salad greens, fresh raw 
vegetables (turnip, carrot, celery, po- 
tato, etc.) and fresh fruits, is the 
natural way to keep the teeth clean. 

“Gnawing on gristle and bone 
keeps a dog’s teeth clean—as clean 
as a hound’s tooth. For children four 
years or older, the habit of chewing 
wheat—plain wheat—a handful ev- 
ery day, is fine for the teeth. The 
wheat makes better chewing than 
gum. 

“Let me finish my dinner or lunch 
with some fruit and [ll pit my un- 
brushed teeth against the brushed 
teeth of any one of my age, for clean- 
ness.” 

There isn’t a dentist alive who does 
not believe that proper function is 
fundamental to the health of the den- 
tal tissues. Function is chewing with 
sound teeth that are in harmonious 
relationships. There are people who 
will not or cannot operate their teeth 
in proper function. These people must 
depend on the artificial stimulation 
by the brush to insure cleanliness 
and soft-tissue tone. This may be re 
grettable, but it is a fact. The same 
situation holds true with other life 
situations. Modern sedentary man 
standing before a machine, at 4 
counter, or before a dental chair, oF 
sitting at a desk, does not receive 
the proper kind of exercise to keep 
his organism in harmonious fune- 
tion. He does not, like his ancestors, 
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IN NO branch of the clinical sciences 
has the x-ray played a greater role than 
in the practice of dentistry. Radiogra- 
phy enables dentists to give their pa- 
tients more efficient service—greater 
protection. 

Studies have shown that complete 
X-ray examination of the mouth will 
reveal, in addition to areas of residual 
infection and other conditions, from 
1.5 to 3 more Cavities per patient 
than can be detected by instrumental 
examination alone. 


Kodak, with its many years of ex- 
erience in the creation of better ra- 
iographic materials, offers you a com- 
lete line of dental x-ray film, chemi- 

cals, and accessory equipment—and, 
in addition, its service to you and your 
assistant in technical problems in con- 
nection with the use of Kodak prod- 
ucts. Questions are invited. 


EASTMAN KODAK COMPANY 
X-ray Division 
ROCHESTER 4, N. Y. 
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NEW YORK UNIVERSITY COLLEGE OF DENTISTRY 
ANNOUNCES 


POSTGRADUATE REFRESHER COURSE IN DENTISTRY 
of a practical clinical character. 


FOUR WEEKS — DAILY 9 A.M. to 4 P.M. 
BEGINNING JULY 1st AND AUGUST Ist 


FEE $250.00 


Further information address Director, Postgraduate Division 
New York University College of Dentistry 
New York 10, New York 


oF CHAYES 
Mouakle — Removable 


OW as then the only type of restoration, 

applicable to bridgework and partial den- 

tures, which fulfills anatomical, hygienic and 

esthetic requirements without the possibility of re- 

stricting the functioning of the natural teeth, or 

injuring their retentive structures, or imposing crit- 
ical loads on the abutment teeth. 


Chayes Bridgework enables you to give that 
true health service which the Curriculum Commit- 
tee of the American Association of Dental Schools 
in 1935 defined thus: 


“A complete health service by means of dental 
restorations is provided only when the mechanical 
procedures and biological factors are properly 
coordinated." 


With Chayes Bridgework today available from 
all good dental laboratories, the dentist's role is 
only that purely professional one of preparing 
the abutments for the inlays or crowns to receive 
the attachments, and paeriaing the impressions 
and bites. 


“CHAYES BRIDGEWORK”” 


DENTAL HST, CRP, 


Precision Attachments; 
Choyes Precision Handpiece | 
and Contre Angle; Chayes {| 
Precision Mounted Points; 
| end Precision Instruments | 
| fer Progressive Dentists, | 


460 West 34th eo. 
New York 1,N.Y. 


also Specisy 
“CHAYES PRECISION ATTACHMENTS” 


They have kept pace with advancing metallurgical 

and dental engineering knowledge to provide that | 
“ideal” attachment to meet the requirements of the. 


Write ter the “Story of Chayes Bridgework.” 


climb a tree-or conquer the wilder. 
ness or prairie with crude tools and 
the expenditure of physical energy, 
Modern Man, with the exception of 
those who make their living by hard 
physical labor, depends on sports and 
recreation for the functioning of his 
parts to keep them in physical tune, 
A game of golf is stimulating to tis. 
sues that are impoverished and un. 
derfunctioned in the ordinary living 
situations. Brushing the teeth is com- 
parable. Brady would probably rec. 
ommend tree climbing as a substitute 
for golf on the theory that it is a 
more primitive kind of activity. 
Chewing wheat, like a canary, will 
never be taken seriously as an oral 
hygienic procedure. 

If Brady wants to go barefoot and 
with teeth unbrushed, that is his privi- 
lege. For my part, I'll take shoes and 
toothbrushing—slightly more civi- 
lized, I think. 


Who's a Success? 


According to Doctor Mandel Sher- 
man of the University of Chicago, 
there are three qualities that make up 
success: 

“1. You must be inwardly stimu- 
lated, from your own love of doing 
and creating, to achieve the maximum 
of which you are capable in your 
chosen field. 

“2. You must not be upset emo- 
tionally by the competition from oth- 
ers. Your success as a person has no 
relation to the success or failure of 
anyone else. 

“3. Your interest in what you are 
doing must stem, in equal measure, 
from the value of your work to s0- 
ciety and its personal value to you.” 

Let’s see what these tests mean as 
applied to dentists. Who is a success: 
ful dentist? The fellow with the larg- 
est bank account, with the largest 
number of dental society offices under 
his belt, the research worker, or the 
dental teacher? Or maybe the most 
successful chap is the unknown, ur 
sung dentist over the corner drug: 
store. 

According to Professor Sherman, 
to be successful one must feel i 
wardly that he has achieved the maxt- 
mum.of his capacities. That’s a pretty 
stiff order. Very few of us ever 4p 
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a little makes a big difference 


IN EGGS, OR IN STEEL 


When Chickens eat feed containing 
but 10 parts of manganese to a 
million of feed, their egg produc- 


and : ; oof the eggs! 
cm¥e- ee When Steel contains manganese — only a 
and ee few spoonfulls to many tons — there is a 
rIVI- : great increase in both strength and work- 
ability! 
1€r- 
g0, 
up 
ng 
m = 
i Sec Though the amount of Pontocaine in Novocain- 
Pontocaine-Cobefrin is infinitesimal*, those 
4 See 75,000,000 cartridges used in less than 6 years 
: are convincing evidence of the distinctive dif- 
ference it provilies. 
Greater duralign of anesthesia without added vasoconstrictor con- 
tent; increased th, and persistency; no increase in Novocain con- 
centration; seldom#if ever, a need for re-injection. 
: These are the ad@auntages accruing from just a little* Pontocaine in 


a standard 2% Novogain-Cobefrin solution . . . these are the factors 
: that make the big diffe#énce in those operative cases where hypersen- 


sitive dentin is involved, 
* only fifteen one hundredths oe one percent. 


NOVOCAIN-PONTOCAINE-COBEFRIN 


COOKWAITE _ 
ontocaine, Novocain, Cobefrin Reo. 


inthrop Chemical Company bs rademarks 


170 Varick Street, New 
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CONTRA-ANGLES 
(Continued from page 280) 

proach the point of using our capaci- 
ties to the full. We are lazy, indif- 
ferent, scatter-witted, and suffer from 
mental inertia. Most of us could do 
a lot more than we do, so until we 
can answer truthfully to ourselves 
that we are living up to the maximum 


_ of our capacities and capabilities we 


cannot consider ourselves successful 
regardless of our bank accounts. 
Professor Sherman’s second cate- 


_ gory of success qualities warns us 


against being upset emotionally by 
others. I suppose he means that suc- 
cess is an individual evaluation and 
that it is not a comparative measure. 
This is good to remember because 
we are likely to think that the eleva- 
tor operator, the plumber, the cab 
driver, are less successful than the 
big executive and professional peo- 


ple. But that isn’t necessarily true. 


The big shot may be constantly an- 
noyed and worm-eaten by jealousies, 
hostilities, fears, and anxieties. There 


‘are some psychiatrists who believe 


that the domineering, successful peo- 
ple are really that way because they 
feel insecure and hostile to their en- 
vironments. If emotional stability is 
tied up with success, then we should 
say that the person with the greatest 
equanimity is the most successful. 
Equanimity does not mean people 
who are superficially calm but are 
writhing with tensions and inward 
aggressions. The people with emo- 
tions that are not being expressed, 


who are suffering from emotional 


short circuits, may be symbols of se- 
renity but are in fact hunks of human 
dynamite ready to explode at any 
moment. By no test can they be called 
successful. 

The third category in Professor 
Sherman’s_ success-testing formula 
concerns the value of one’s work to 
society and its value to himself. Sig- 
nificantly enough the value of work 
to society is given first mention, you 
will notice. The person, therefore, 
who undertakes work that makes oth- 
er people more secure, more comfort- 
able, healthier, and wiser, is a suc- 
cess provided he extends his efforts 
to his full capacity. One does not 
have to be a worker in the laboratory 


) blending made 


Acralain | ressure 


searching for the cause of cancer, the 
writer of a moving novel, nor a great 
social planner. The ordinary artisan 
who tries to build a house, for ex- 
ample, that will be comfortable and 
homelike, the waitress who attempts 
to give service with a word of good 
cheer, the Pullman porter who un- 
derstands the demands and distress- 
es of his patrons—all have the op- 
portunity to engage in activities of 
social value. 


Now as far as the dentist is con- 
cerned: The one who attempts to see 
his patient as a whole, who attempts 
to see him as a total personality, who 
tries to think of his patient as a liv- 
ing organism faced with stresses and 
strains, anxieties and apprehensions. 
who sees his patient in projections of 
long-term significance—is the dentist 
who has the opportunity to be a suc- 
cess in terms of his value to society. 
On the other hand, the dentist who 
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sees the patient as merely a space to 
be bridged, a denture to be made, or 
a tooth to be extracted—particularly 
if he sees the patient purely in dollar 
signs—can never expect to be a true 
success in dental practice. He is a 
merchant, a peddler, doing a service 
of no particular social significance. 
The next time we are hanging the 
label “success,” or its antonym “fail- 
ure,” on any human being, let’s not 
be too prompt to pass judgment. It 


can well be that the person who ap- 
pears so successful on the surface 
may be a miserable internal failure, 
and that the one with the ragged 
coat, living in obscurity, may be an 
eminently successful person. 

It all boils down, it seems to me, 
to this: Success is an inner quality 
of the human spirit. 


Youth Night... 
Following the example of the Cin- 


is the ideal insulat- 
ing resin that eliminates thermal and 
galvanic shock and postoperative pain 


due to thermal extremes. This germici- 
dal, intermediary varnish is used under 
every type of restoration — silicate, 
porcelain, amalgam fillings, inlays. It 
penetrates, seals the tubuli against ab- 
sorptive action and irritating filling 
material. Prevents hyperaemia, death 
of pulp and discoloration. 


as the name implies, 
is a temporary covering lacquer which 
safeguards the restoration while set- 
ting, against the harmful action of all 
mouth fluids. It is very easy to use, re- 
quires little time. Use Copalite and 
Ovr-cote on every restoration for 
strong, lasting, successful service. The 
cost is negligible. Write today for com- 
plete information. 


HARRY J. BOSWORTH COMPANY 


1315 S MICHIGAN AVENUE - CHICA 


Dentists 
Home From 


War experience has vividly re- 
vealed to members of the pro- 
fession serving with the Armed 
Forces that satisfactory clinical 
results cannot be obtained with- 
out high quality materials. 

For many years the name 
“Ames” has been a synonym | 
for highest clinical quality in 
Dental cement. 


THE W. V-B AMES CO. 
Fremont, Ohio 
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Order 


GETZ-400 
PERFORATED 
ALUMINUM TRAYS 


Sizes large to small. 

Uppers, 12 14 & 16 

Lowers, 11 13 & 15 
Set of 6, $3.75 © 


THE LINE 
A 


“nounced 
This New and Different 


ELASTIC IMPRESSION POWDER 


for 
PARTIALS, FULL DENTURES and INDIRECT INLAYS 


Accurate Reproductions . . . Registers and holds the finest details. 


No Fixing Solution. No capsule or retardent to dissolve. Just mix as it comes from 
the package. Simply the impression and pour the model. 


No Distortion. Finished impression has an unequalled extra heavy firm and to 
body that eliminates chance of 


Long Shelf Life. Packaged in moisture-proof aluminum coated envelope to keep 
contents in perfect condition regardless of time. 


More Material Per Package. Each full unit contains sufficient to take care of over- 


1 Box, $4.00 


size mouth impressions. This means lower ‘cost to you. 


Half-Portion Units Too. The GETZ box contains 10 full units and 4 half-units ... 


eliminating waste of material on small impressions. 
Perfect for Duplicating Models 


Like all other guaranteed G 


3 Boxes, $3.75 ea. 
ETZ-400 products, you may use 


12 Boxes, $3.50 ea. 


powder on several 


this 
applications with the privilege of returning unused portion for full credit refund. 


THE WILLIAM GETZ CORPORATION 


7512 GREENWOOD AVE. CHICAGO 1S, USA 


MAKE 
Demonstration 
MODELS 
from 
SURPLUS 

PLASTER 


COLUMBIA 
RUBBER 
DENTOFORM 
MOLDS 


Better than sketches to explain cases. 
Instead of wasting surplus plaster pour it into the 
Mold. If not enough, add the next excess mix, first 
wetting the set plaster. 

To make Models with Iverine abutments, insert 
Ivorine Teeth into Mold befere pouring. 
Sets of Upper and Lower Molds Now Available 
No. R20—A set without 3rd molars. $5.00 
No. R22—A set with 3rd molars..... 3500 
No. R24—A set for deciduous models .$5.00 
Teeth, each  ................ 50¢ 


COLUMBIA 


Gives a Smooth, Lustrous Finish to Plaster 
or Stone Models. Makes them wasbable. 
COLUMBIA DENTOFORM CORP. 


“The House of a Thousand Models” 
131 East 23rd Street New York 10, N. Y. 
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CONTRA-ANGLES 
(Continued from page 283) 

cinnati Dental Society, other societies 
throughout the country have been 
making an effort to stimulate the in- 
terest of young people in dentistry as 
a career. Recently the Chicago Den- 
tal Society had a Youth Night. There 
were about five hundred in attend- 
ance. There were, unfortunately, 
more girls and boys present than den- 
tists. It was a case of the guests out- 
numbering the hosts by a ratio of 
more than three to two. 

The dour prophets tell us that un- 
less more people enter dental colleges 
the time is not long distant when the 
demand will be so great and the sup- 
ply so skimpy that the American peo- 
ple will be faced with a dearth in 
dental services. To prevent such a 
condition, we must go to strenuous 
efforts to encourage young people to 
study dentistry. I should like to feel 


that the people who are going into 


dentistry are doing it as a first choice 
rather than as the overflows and mal- 
contents and the misplaced who can- 


not enter medicine. Unfortunately, in 
the past many dental students have 
been frustrated medical students, or 
the medical failures. This is not 
wholesome. Any profession that is 
made up of second-rate people rather 
than first-rate people is bound to be 
an inferior profession. That kind of 
inferiority would express itself in in- 
ferior ethical standards, social con- 
cepts, and intellectual attainments. 
People have to be convinced that den- 
tistry as a career in itself is pre- 
eminent. 

It is notably hard to put the glamo- 
rizing touches to dentistry as a ca 
reer. Life and death are not the is 
sues as in much of medical practice. 
Dentistry does not have the glamor 
of the military career, of the judge 
sitting austerely on the bench hand- 
ing out justice, nor of the engineer who 
builds bridges to span rivers and 
ships and planes to cross land and 
sea. In the eyes of many people, den- 
tistry is concerned with little things 
—pinpoint breaks in teeth, small tis- 
sues to be treated. That small-minded 
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EVIDENCE 


Here is a prehistoric Chinese skull as reconstructed by the Museum of Natural History. | — | 
Compare the bone structure of the marginal gum line in the ancient teeth with those | 


found in your patients’ mouths. Does not this tend to. bear out the teaching of certain 
periodontists, that chewing coarse, unrefined foods by earlier peoples tended to prevent 
periodontal disease? 

IPANA plus massage provides chemical and mechanical stimulation to aid in im- | | 


proving local blood supply, so necessary in an era of soft, refined diet. When patients 


ask advice in the choice of a dentifrice, why not recommend Ipana? - 
A Product of be 
BRISTOL-MYERS COMPANY 


19-S W. 50th St., New York 20, N. Y, 
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RIGIDEX 
NEEDLES 


Still the Best 


Now Available in all 
“Gauges and Lengths at 
Your Dental Depot. 


Points to Remember 


1. RUSTLESS STEEL 
Not affected by Iodine, 


salts, and many acids. 


2. SEAMLESS TUBING 
No seam to open upon 
sudden bending. 


3. RAZOR-SHARP POINT 
Ground and honed to a 
spearpoint which pro- 
motes smooth and pain- 
less penetration of tissue. 


4. CAN BE FLAMED 
Proper flaming will not 
injure Riciwex NEEDLEs. 


5. UNIFORM WALL 
THICKNESS 
Secures rigidity and 
strength and eliminates 
weak spots. 


6. RIGID 
Easy to maintain in a 
straight line. 


7. NON-SLIP BALL 
Made of _nickel-silver 
alloy. 


8. RESIST BREAKAGE 
Will bend to 45 degrees 
without breaking. 


9. HAND-FINISHED 
POINTS 
Finished by experienced 
hands, they are superior 
to machine-cut points. 


10. DO NOT CLOG 
Always a uniform and 
free flow of the solution. 


*23, 25 and 27 Ga. 
1” 114”, 154”, 1%” 
Lengths 


Use the coupon on page 291 to order 
your supply TODAY, or ask for 


sample needle. 


INTERSTATE DENTAL CO., 


220 West 42nd Street 
NEW YORK 18, N. Y. 


INC. 


attitude is not correct either on the 
part of the public or of dentists. It is 
true that the beginning cavity in the 
tooth, for example, is a small thing. 
So, too, I dare say, is the beginning 
of a cancerous growth or of any oth- 
er disease. The ship or plane could 
not operate without the fine precision 
instruments which are, in effect, mi- 
nute mechanisms comparable to small 
dental mechanical procedures. Proud 
Man himself is endangered by the 
tiny break in the continuity of tissue 
which is the portal of entry for the 
bacteria which may destroy ‘him. 

If we present dentistry to youth in 
its broad biologic and social implica- 
tions, rather than in terms of the mi- 
nuteness of its techniques, we should 
be able to encourage young people of 
imagination and intellect to enter the 
profession. So far as human disease 
is concerned, let us not forget that 
the disease processes that have killed 
the great men and the unknown men 
of the world had their beginnings in 
tiny lesions. The cancer that destroys 
sprang originally from a single sub- 
microscopic cell. The cardiac blood 
vessel that was occluded and caused 
a sudden death was first changed by 
a tiny break in the lining coat of the 
vessel. The life that was destroyed by 
cerebral hemorrhage was destroyed 
because an extremely small area of 
vital brain tissue underwent degen- 
erative changes. All beginnings—in- 
cluding life itseli—come from small 
things! We all can do our share in 
encouraging young people to enter 
the dental profession if we ourselves 
see dentistry in its broadest implica- 
tions and in its total social signifi- 
cance. 

Any dental society planning a 
Youth Night should invite Doctor 
Harold Hillenbrand, Editor of the 
Journal of the American Dental As- 
sociation, to deliver the address. 
Harold has the skill to project sta- 
tistics into life facts of interest to 
young people; he can dramatize den- 
tistry without sentimentality. The 
success of the Youth Night depends 
so much on the keynote sounded in, 
the address to young people. The pro- 
gram chairman should invite Doctor 


Hillenbrand who does the job so 


expertly.—E. J. R. 


“CAUTION | 
SCHOOL! 


They’re 
learning about 


DENTISTRY 
too! 


—and what they are learning will, in 
a great measure, determine their fu- 
ture as dental patients. With many 
things to do in their young lives, the 
time required for dental treatment is 
likely to be given reluctantly. If their 
dental chair experiences have con- 
ditioned them to dread a dental ap- 
pointment, this reluctance is increas- 
ed manyfold. Like all humans, they 
don’t like to be hurt. They are intelli- 
gent enough to cooperate with the 
dentist who makes dental treatment 
easy for them. 

McKesson analgesia—the Euthesor 
or the Easor — builds youngster’ 
goodwill and cooperation because it 
makes dental treatment easy for them. 
We shall be glad to tell you what 
McKesson analgesia is doing for 
other dentists — and what it can do 


for you. 
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r be thoroughly removed by chem- 
_ical cleansers. The tenacity of mucus 
plaques and tartar often demands 

| thorough brushing for optimal 
. mouth hygiene. e Only functional 
correctness in the design of a 
plate brush, and the non-abrasive 

creamy consistency of a detergent... 

as exemplified by Dr. Wernet’s Plate Brush 
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| Others Have Tried 
| BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polish- 
ers are preferred over many others. 
They can readily understand why this 
soft, flexible rubber polisher makes a 
patient feel safe and comfortable, 
also why it is easy for it to clean and 
polish every tooth to a lustre bright- 
ness. Why dont you find out these 
facts for yourself? Send the coupon 


POLISHERS 


ARE SMALLEP 
AND MORE wm 


CONVENIENT 
FO 


Young Dental Mig. Co. 
St. Louis 8, Mo. 


Gentlemen: 

Without any obligation send us one of 
your BS POLISHERS — ABSOLUTELY 
FREE. 


is The Pulpless Tooth The 

Cause of Focal Infection? 
(Continued from page 250) 

That the pulpless tooth is not a 

“dead” tooth proves its relationship 

with the surrounding tissue not only 


through the blood supply but the 


lymph supply of the alveolodental | 


periosteum. 

2. Only when we can prove that 
the presence of micro-organisms in 
pulpless teeth produce a reaction— 
at least an inflammation—can we sup- 
pose that these infected teeth may be 
foci of infection and produce a sys- 
temic reaction in such a way that in- 
jury follows. 

3. We have no clinical or labora- 
tory test to say with precision wheth- 
er a periapical infection or a granu- 
loma is the direct cause of a systemic 
disease. 


Diagnostic Possibilities 


1. There is no evidence to prove 
by bacteriologic, histologic, or roent- 
genographic investigations that pulp- 
less teeth are the origin of focal in- 


fection. Clinical and roentgenograph- 
ic studies have shown in several thou- 
sand. cases: | 

a) No relationship between pulp- 
less teeth and systemic diseases, and 
no improvement even after removal 
of dental foci of infection. 

_b) Pulpless teeth not associated 
with rheumatoid arthritis, nephritis, 
endocarditis, although chronic rare- 
fying osteitis was present. 

c) Teeth which originally had 


acute and chronic abscesses or granu- 


lomas became negative after root 
treatment. 

2. Only 14 per cent of 5000 pa- 
tients with rheumatic conditions 
showed dental foci. In a few cases 
there was improvement after extrac- 
tion of teeth; in the greater part, es- 
pecially of chronic, long-standing 
contractures and deformities, there 
was not the slightest improvement. 

3. Histologic examination has 
proved that pulpless teeth after suc- 
cessful root canal treatment are with- 


THE DENTAL DIGEST 


4 
picla 
aA 
| f 
in now! ( 4 
Castis ug 
= 
STATE 
( 
= 
f. 
| | STRuct 
Bc 
4 
¢ 
| 
| 
} 
| 
% 
288 


out histologic evidence of infection 
in the periapical region; and that 
periapical restoration follows satis- 
factory root treatment of the pulpless 
teeth. 

4. To prove focal infection caused 
by pulpless teeth by bacteriologic in- 
vestigations is net quite satisfactory. 
Cultures from extracted teeth do not 
reflect the true bacteriologic status of 
pulpless teeth. 

9. The leukocyte count may indi- 
cate an increase in the number of cir- 
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culating neutrophils and may at times 
be of diagnostic importance. 

6. The sedimentation rate of the 
erythrocytes may also be a valuable 
aid in the diagnosis of infection. Ab- 
normal sedimentation rate may be 
caused by infections, but abscessed 
teeth do not usually produce a rapid 
sedimentation rate. 

All these investigations and tests 
should not be exaggerated as they 
are not always convincing in diagno- 
sis, but it is evident that in cases of 


suspected focal infection there should 
be a closer cooperation and under- 
standing between internist and den- 
tist. As the dentist is frequently able 
to save important teeth and stop infec- 
tion by treatment, both should care- 
fully consider the treatment, and in 
case of a necessary extraction the most 
appropriate time for the operation 
according to the illness of the patient. 

Indiscriminate removal of infected 
teeth and the following blood stream 
infection may be dangerous to al- 
ready infected organs. Acute rheu- 
matism, for example, is an important 
contraindication for dental opera- 
tions on account of the danger of 
bacterial endocarditis. 


Treatment of Pulpless Teeth by 
Radioactive Substances 


In the treatment of periodontal in- 
flammations, root granulomas, and 
cysts, radioactive substances may be 
used as strong radiations by means 
of highly active preparations, or by 
means of weak radiations and ema- 
nations. 

1. Strong radiations are of great 
value and give excellent results, apart 
from periodontal inflammations, in 
all cases of organic diseases which 
cannot be approached by operation. 
Radium therapy can considerably re- 
duce the field of surgery under such 
conditions. 

2. My method of treating inflam- 
mations of the periodontal membrane, 
which depends on the sterilizing and 
congestive action of the weak radia- 
tions of thorium, is of particular 
value to the dentist because he can 
apply the treatment himself. The 
treatment is directed toward finding 
a sterilizing and biologic working ma- 
terial which activates the failing re- 
sistance and raises the cellular pro- 
tective reaction. My experiments re- 
garding the biologic action of weak 
radiother radiations, and the histo- 
logic findings, enable us to draw the 
conclusion that in weak radiothor ra- 
diations the clinician possesses a ther- 
apeutic means which can be regard- 
ed as the ideal choice for treatment 
of chronic inflammatory conditions 
of the teeth and surrounding tissues. 
—From The Dental Record 65:193- 
205 (September) 1945. 
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See page 233 D.D.5 


KONFORMAX DIVISION 
PERMATEX Co., Inc., BROOKLYN 29, N. Y. 


Please send copy of folder mentioned 
in ad. 


Dr. 


City esd 


See pages 234-35 D.D.5 


VERNON-BENSHOFF Co. 
P. O. Box 1587, PrrtspurcH 30, Pa. 


Please send Vernonite information. 
Dr. 


City 


D.D.5 


See page 236 
Coreca CHEMICAL Co. 


208 St. Ave., N. W., CLEVELAND 13, O. 


Please send Corega samples. 
Dr. 


City 


See pages 238-39 D.D.5 


Wernet Dentat Mrec. Co., Dept. 16E 
190 BaLpwin Ave., Jersey City 6, N. J. 


Please send samples of Wernet’s Powder. 
Dr. 


ete 


City 


See pages 240-41 D.D.5 
Vick CHemicaL Co., DENTAL Prop. Div. 
122 East 42np St., New York 17, N. Y. 


Please send Neutrox information. 
Dr. 


City 


D.D.5 


See page 243 
H. D. Just: & Son, Inc. 
PHILADELPHIA 4, Pa. 


Please send information concerning 
Muco-Seal Impression Material. 


Dr. 


City 


See page 244 D.D.5 


Jounson & JoHNSON, DENTAL DIVISION 
New Brunswick, N. J. 


Please send sample of New Era Nylon 
Dental Floss. 


Dr. 


D.D.5 


See page 277 


DrescH LABORATORIES Co. 
ToLepo 1, 


Please send booklet mentioned in ad. 
Dr. 


City ee 


WE NEED HOSPITAL 
STERILIZING SAFETY... 


LIGHTS AND STERI 


See pages 278 and 281 


Cook-Waite LABorRATORIES, INC. 
170 Varick St., New York 13, N. Y. 


D.D.5 


Please send information concerning your 
products. 


Dr. 


City 


See page 280 D.D.5 


CuHayYes DENTAL INSTRUMENT Corp. 
460 West 34TH St., New York 1, N. Y. 


Please send literature. 


City 


See pages 282-83 ‘ D.D5 


ACcRALITE Co., INc. 
230 West 41st St., New York 18, N. Y. 


Please send Acralain information. 


Dr. 


D.D5 


See page 283 


Harry J. Boswortu Co. 
1315 S. Micuican Ave., Cuicaco, ILL. 


Please send information concerning 


} Ovr-Cote and Copalite. 
Dr. 


THE DENTAL DIGEST 


— 
G 
i 
ee 
eer 
it oe 


